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Original Research in our South African 
Laboratories has resulted in the development 
of a sublingual staphylococcus toxoid, 
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effective in 


genitourinary 
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Order out of confusion 
‘Mysoline’ in the control of epilepsy 


‘Mysoline’ not only reduces the frequency and 
severity of epileptic attacks, but also produces a 
marked sense of well-being. The patient is en- 
couraged to take a renewed and more vigorous 
interest in life and to become a self-supporting 
member of the community. 

For these reasons it is often advantageous to 
use ‘Mysoline’ in cases already controlled by 


other drugs, but in which a heightened interest 
and improved performance is desirable. 

Universally acknowledged as a major advance, 
‘Mysoline’ is indicated in all the manifestations 
of epilepsy. This outstandingly safe and 
effective anti-convulsant is available as 
tablets of 0.25 G. and as a palatable oral 
suspension. 
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EDITORIAL - REDAKSIONEEL 


DURBAN AND LUNG CANCER 


Dr. Geoffrey Dean of Port Elizabeth has 
published a significant study of the incidence 
of lung cancer among White South Africans. 
His paper appeared in the British Medical 
Journal on 31 October 1959, and is an im- 
portant contribution to our understanding of 
the complex causes operating to produce lung 
cancer. There is good evidence that White 
male South Africans appear to hold the record 
for being the heaviest cigarette smokers in the 
world. Nevertheless, they have a relatively 
low lung cancer mortality rate—an observation 
fatal to the hypothesis that cigarette smoking 
is an important or the most important cause 
of lung cancer. 


The great interest of Dr. Dean’s observa- 
tions centres on the fact that the lung cancer 
rate is much higher in South Africans (dying 
between the ages of 45 and 64) who came to 
this country from Great Britain. A control 
study of male immigrants of the same age 
group who have emigrated from other coun- 
tries confirms the correctness of this observa- 
tion. 

The analysis of the geographical distribution 
of lung cancer in South Africa discloses, for 
the first time, a situation which may throw 
much light on the causes of this condition. 


DURBAN EN LONGKANKER 


Dr. Geoffrey Dean, van Port Elizabeth, het ’n 
betekenisvolle referaat oor die voorkoms van 
longkanker onder blanke Suid-Afrikaners ge- 
publiseer. Dit het op 31 Oktober 1959 in die 
British Medical Journal verskyn, en is ’n be- 
langrike bydrae tot ’n beter begrip van die in- 
gewikkelde oorsake wat saamwerk om long- 
kanker te produseer. Daar is goeie bewyse dat 
blanke Suid-Afrikaanse mans skynbaar die 
rekord hou as die kwaaiste sigaretrokers in die 
wéreld. Desondanks is die sterftesyfer ten ge- 
volge van longkanker onder hulle betreklik 
laag—’n waarneming wat vernietigend is vir 
die veronderstelling dat die rook van sigarette 
’n belangrike of selfs dié belangrikste oorsaak 
van longkanker is. 

Die belangrikheid van dr. Dean se waar- 
nemings lé opgesluit in die feit dat die long- 
kankersyfer veel hoér is onder Suid-Afrikaners 
wat tussen die ouderdom van 45 en 64 jaar 
sterf en oorspronklik uit Groot-Brittanje na 
hierdie land gekom het. ’n Kontrole-studie 
van manlike immigrante in dieselfde ouder- 
domsgroep wat uit ander lande geémigreer 
het, bevestig die korrektheid van hierdie waar- 
neming. 

Die ontleding van die aardrykskundige ver- 
spreiding van longkanker in Suid-Afrika open- 
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Although the per capita consumption of 
cigarettes is not higher in Durban than in 
the other major cities of the Union, the male 
lung cancer death rate is higher than the cor- 
responding rate in any other city in South 
Africa. This applies both to Union-born sub- 
jects and to British immigrants. In Durban 
the latter have the highest lung cancer inci- 
dence of all groups in South Africa. In the 
age bracket 45-64 years for the period of 
1952-1956 more than 1 in 9, and in 1956 
more than 1 in 6 of all male deaths among 
these immigrants in Durban was from lung 
cancer. 

For the period 1947-1956 the lung cancer 
death rate in Durban among British immi- 
grants aged 45-64 years was more than 5 times 
higher than the rate among South African born 
males living in rural areas and twice as high 
as the rate among British immigrants who had 
settled in the smaller towns and the rural 
areas. 

Most of the British immigrants came to 
South Africa before reaching middle age. 
British cigarettes are therefore likely to have 
formed only a small percentage of the total 
amount of cigarettes smoked by those dying 
from lung cancer in this age group. This 
fact itself strongly suggests that the difference 
in lung cancer mortality is unlikely to be at- 
tributable to differences between South Afri- 
can and British cigarettes. Independent con- 
firmation of this view is to be found in the 
fact that the lung cancer mortality rate in the 
U.S.A. is much lower than the rate in the 
United Kingdom. 

There is also evidence that the greater lia- 
bility of the more recent British immigrants 
to lung cancer is a fairly recent development 
and that the immigrants were exposed to the 
etiological factors before they left Great Bri- 
tain. 

Dr. Dean concludes that the differences be- 
tween lung cancer mortality rates observed in 
Union-born males, British male immigrants 
and male immigrants from other countries, 
cannot be attributed to differences in smoking 
habits. 

The pattern revealed indicates that the ex- 
cess lung cancer mortality among British im- 
migrants aged 45-64 years, seems to have been 
due to their exposure in Great Britain to some 
form of atmospheric pollution which those 
emigrating before 1910 managed to escape. 

The fact that the incidence of lung cancer 
mortality is particularly high in Durban, and 


MEDICAL PROCEEDINGS + MEDIESE ByDRAES 


28 November 1959 


baar vir die eerste keer ’n toestand wat bes 
moontlik lig op hierdie kwaal kan werp. 
Hoewel die per capita-verbruik van sigarette 
nie hoér is in Durban as in enigeen van die 
ander groot stede van die Unie nie, is die long- 
kankersterftesyfer onder Durban se mans hoér 
as die ooreenstemmende syfer in enige ander 
stad in Suid-Afrika. Dit geld vir mans wat 
in die Unie gebore is sowel as vir Britse immi- 
grante. In Durban is die longkankervoor- 
komssyfer onder Britse immigrante hoér as on- 
der enige ander groep in Suid-Afrika. Onder 
hierdie immigrante in Durban het 1 uit elk 9 
van die oorledenes (mans) in die ouderdoms- 
groep 45-64 jaar gedurende die tydperk 
1952-1956 aan longkanker gesterf, en in 1956 
het die syfer tot 1 uit elke 6 gestyg. 

Gedurende die tydperk 1947-1956 was die 
Durbanse longkankersterftesyfer onder Britse 
immigrante in die ouderdomsgroep 45-64 jaar 
meer as 5 keer hoér as die sterftesyfer onder 
mans wat in Suid-Afrika gebore is en op die 
platteland gewoon het, en twee keer hoér as 
die syfer onder Britse immigrante wat hulle op 
die kleiner dorpe en op die platteland gevestig 
het. 

Die meeste van die Britse immigrante het na 
Suid-Afrika gekom voordat hulle middelbare 
leeftyd bereik het. Britse sigarette verteen- 
woordig dus waarskynlik net ’n klein persen- 
tasie van die totale aantal sigarette wat ge- 
rook is deur diegene in hierdie ouderdoms- 
groep wat aan longkanker gesterf het. Hier- 
die feit op sigself suggereer baie sterk dat die 
verskil in die sterftesyfer ten gevolge van long- 
kanker waarskynlik nie toegeskryf kan word 
aan die verskil tussen Suid-Afrikaanse en 
Britse sigarette nie. Onafhanlike bevestiging 
van hierdie standpunt word gevind in die feit 
dat die sterftesyfer ten gevolge van longkanker 
in die Verenigde State veel laer as die syfer in 
die Verenigde Koninkryk is. 

Daar is ook bewyse dat die groter vatbaar- 
heid vir longkanker onder Britse immigrante 
wat onlangs na Suid-Afrika gekom het, ’n be- 
treklik nuwe verskynsel is, en dat die immi- 
grante aan etiologiese faktore blootgestel was 
voordat hulle Groot-Brittanje verlaat het. 

Dr. Dean raak tot die gevolgtrekking dat 
die verskille in die longkankersterftesyfer wat 
waargeneem is by mans wat in die Unie gebore 
is, by Britse manlike immigrante, en by man- 
like immigrante uit ander lande nie toege- 
skryf kan word aan verskille in hul rookge- 
woontes nie. 
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in urbanized regions as compared with rural 
areas corroborates an already well established 
observation and it leads Dr. Dean to infer that 
atmospheric pollution is an important cause of 
the production of lung cancer. Indeed, he finds 
that an increase in lung cancer mortality rates 
more or less parallels the level of urbanization 
and industrialization. 

The confirmation of a lung cancer mortality 
gradient in South Africa, as we pass from rural 
to urban areas, thus confirms observations made 
elsewhere in the world and appears to reflect 
the increasing atmospheric pollution encoun- 
tered in passing from the country-side to areas 
of increasing industrial concentration. 

The inherent soundness of Dr. Dean’s ana- 
lysis is confirmed by the results of a similar 
study made in New Zealand. 


We have drawn attention, on previous oc- 
casions,!: 2 to the fact that although per capita 
tobacco consumption figures in Australia 
matched those in the United Kingdom, the 
incidence of lung cancer in Australia was about 
one quarter of that in corresponding age 
groups in the United Kingdom. This obser- 
vation presents a serious difficulty to accepting 
the view that there is any simple relationship 
between cigarette smoking and lung cancer. 
In the light of Dr. Dean’s analysis in Sovth 
Africa, the Australian situation may well repay 
investigation along the lines indicated in his 
survey. 

The alarming fact which emerges from the 
recent intensive researches into the causes of 
lung cancer is the undoubted increase in the 
incidence of this disease since the turn of the 
century. A formidable mass of data has ac- 
cumulated to support the accuracy of this ob- 
servation and there is increasing cogency in 
the argument that we must look to air pollu- 
tants derived from modern mechanized trans- 
port and industry, if we are to understand 
some of the important causes operating to 
produce the extraordinary increase observed in 
lung cancer since the turn of the century. 

Dr. Dean has opened up a most fertile field 
of inquiry which may make substantial con- 
tributions to the solution of this problem, 
particularly if the research project can be 
extended to embrace White as well as non- 
White smokers. The problem of investigating 
lung cancer in the African is, of course, very 
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Die patroon wat aan die lig gekom het, dui 
daarop dat die hoé longkankersterftesyfer onder 
Britse immigrante in die ouderdomsgroep 
45-64 jaar oénskynlik toegeskryf moet word 
aan hul blootstelling in Groot-Brittanje aan die 
een of ander vorm van atmosferiese besoede- 
ling waaraan diegene wat vddr 1910 geémi- 
greeg het, ontsnap het. 

’n Ontleding van sy gegewens bewys dat die 
voorkoms longkankersterfgevalle veral 
hoog is in Durban en in stedelike gebiede, in 
vergelyking met plattelandse streke. Dit beaam 
’n reeds goed gevestigde waarneming, en het 
dr. Dean laat aflei dat atsmosferiese besoede- 
ling ’n belangrike oorsaak van longkanker is. 
Trouens, hy het bevind dat die toename in die 
longkankersterftesyfer min of meer tredhou 
met die peil van verstedeliking en industriali- 
sasie. 

Die bevestiging van ’n stygende sterftesyfer- 
kromme vir sover dit longkanker in Suid- 
Afrika betref namate ons van die plattelandse 
na die stedelike gebiede oorgaan, staaf dus die 
waarnemings wat elders in die wéreld gedoen 
is, en skyn ’n weerspieéling te wees van die 
toenemende atmosferiese besoedeling wat ’n 
mens teékom as jy van die platteland na ge- 
biede reis waar ’n steeds groter aantal nywer- 
hede saamgetrek word. 

Die inherente gegrondheid van dr. Dean se ont- 
leding word bevestig deur die resultate van 'n der- 
gelike studie wat in Nieu-Seeland onderneem is. 

Ons het reeds by ’n vorige geleentheid’»? daarop 
gewys dat hoewel die per capita-verbruik van tabak 
in Australié gelyk is aan dié in die Verenigde 
Koninkryk, die voorkoms van longkanker in Austra- 
lié net omtrent ’n kwart is van die aantal gevalle 
wat in die ooreenstemmende ouderdomsgroep in die 
Verenigde Koninkryk aangetref word. Hierdie waar- 
neming maak dit besonder moeilik om die stand- 
punt in te neem dat daar enige eenvoudige verband 
tussen die rook van sigarette en longkanker is. In 
die lig van dr. Dean se ontleding van die toestand 
in Suid-Afrika, sal dit -waarskynlik die moeite werd 
wees om ondersoek na die posisie in Australié in te 
stel op die wyse wat reeds deur dr. Dean toegepas is. 

Die verontrustende feit wat te voorskyn tree uit 
die onlangse intensiewe navorsing na die oorsake 
van longkanker is die onbetwisbare toename in die 
aantal gevalle van hierdie siekte sedert die begin van 
die huidige eeu. ’n Imponerende massa gegewens is 
saamgestel om die korrektheid van hierdie waar- 
neming te staaf, en daar is vandag groter bewyskrag 
vir die argument dat ons aandag sal moet bestee aan 
lugverontreinigers, geproduseer deur ons moderne 
gemeganiseerde vervoer en nywerhede, as ons ‘n 
goeie begrip wil kry van sommige van die belang- 
rike oorsake wat verantwoordelik was vir die buiten- 
gewone toename in die aantal longkankergevalle 
sedert die begin van die eeu. 

Dr. Dean het vrugbare gebied vir ondersoek 
oopgestel. Dit is ’n gebied wat bes moontlik aan- 


1. Editorial (1959): Med. Proc., 5, 437. 
2. Editorial (1956): Med. Proc., 2, 343. 


1. Redaksioneel (1959): Med. Bydraes, 5, 437. 
2. Redaksioneel (1956): Med. Bydraes, 2, 343. 
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formidable administratively; but is an impor- 
tant aspect of the matter worthy of attention. 

Dr. Dean is to be congratuluted on his acute 
analysis of some of the probable etiological 
factors responsible for lung cancer. His study 
directs attention to the need to control smoke, 
smog, traffic fumes, etc. In a young country 
such as ours, unless active prophylaxis in this 
field is undertaken, the problem can only be 
aggravated. It is disturbing to find, e.g. that 
Johannesburg, Pretoria and Durban have, in 
some respects, a polluted atmosphere compara- 
ble to that found in industrialized areas in the 
United Kingdom. It is also alarming to find 
that smoke pollution in the centre of Pretoria 
has increased by 20% per annum during the 
last 4 years. The role of prevailing winds in 
areas such as Port Elizabeth and Cape Town 
may well have a salutary effect in minimizing 
air pollution and so reducing the chances of 
lung cancer. 

A useful, practical and impressive contri- 
bution to the reduction of the incidence of 
lung cancer may well be possible if our ener- 
gies are devoted to keeping urban atmospheres 
clean. On the evidence available, there is some 
justification for such a programme of pre- 
vention, which at the same time puts the 
campaign against cigarette smoking in its pro- 
per and insignificant perspective. 
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sienlike bydraes tot die oplossing van die onder- 
hawige probleem kan lewer, veral as die navorsings- 
werk uitgebrei word om sowel blanke as nie-blanke 
rokers in te sluit. Uit ’n administratiewe oogpunt 
sal die ondersoek van longkanker onder naturelle 
natuurlik geweldige probleme oplewer, maar dit is 
’n belangrike aspek van die saak wat beslis aandag 
verdien. 


Dr. Dean kan gelukgewens word met sy nou- 
gesette ontleding van sommige van die waarskyn- 
like etiologiese faktore wat vir longkanker verant- 
woordelik is. Sy studie vestig die aandag op die 
noodsaaklikheid om beheer uit te oefen oor rook, 
smook, verkeersdampe, ens. Tensy aktiewe pro- 
filakse op hierdie gebied in ’n jong land soos Suid- 
Afrika toegepas word, sal die probleem net groter 
afmetings aanneem. Dit is verontrustend om _ by- 
voorbeeld te vind dat Johannesburg, Pretoria en 
Durban in sommige opsigte ’n besoedelde atmosfeer 
het wat vergelyk kan word met dié in geindustria- 
liseerde streke in die Verenigde Koninkryk. Dit is 
ook onrusbarend om te vind dat rookbesoedeling in 
die binnestad van Pretoria met 20% per jaar ge- 
durende die afgelope 4 jaar toegeneem het. Die 
heersende winde in streke soos Port Elizabeth en 
Kaapstad kan bes moontlik ’n heilsame effek hé deur 
lugbesoedeling teé te werk en also die kanse om 
longkanker op te doen, te verminder. 

’n Nuttige, praktiese en indrukwekkende bydrae 
tot die vermindering van die voorkoms van long- 
kanker sal waarskynlik moontlik wees as ons ons 
kragte daarop toespits om die lug bokant ons groot 
stede skoon te hou. Geoordeel aan die hand van 
beskikbare getuienis is daar ’n mate van regver- 
diging vir so ’n voorkomingsprogram wat terselfder- 
tyd ook daartoe sal bydra om die veldtog teen die 
rook van sigarette in sy behoorlike en geringe per- 
spektief te plaas. 


PENISILLIEN 152 


NUWE MONDELINGE 


Op die jaarlikse simposium oor antibiotica wat 
teen die begin van hierdie maand in Washing- 
ton gehou is, is ‘n belangrike verslag oor peni- 
silliennavorsing vrygestel. 

Hierdie vordering op die gebied van peni- 
sillienterapie is gegrond op die feit dat die 
kern van die penisillienmolekule (6-amino- 
penisillanieksuur) geisoleer is. In Maart 1957 
het Sheehan, van die Massachusetts Institute of 
Technology, bygestaan deur navorsingswerkers 
by Bristol Laboratories in die Verenigde State, 
die algehele sintese van die penisillienmolekule 
reggekry. Vandag kan die kern van die mole- 
kule (ten gevolge van ’n proses wat by die 
Beecham-navorsingslaboratorium in Engeland 
ontwikkel is) in groot hoeveelhede deur gisting 
geproduseer word. 

6-Aminopenisillanieksuur het swak bakte- 
riebestrydende eienskappe, maar die afsonde- 


SINTETIESE PENISILLIEN 


ring daarvan maak dit vir die organiese skei- 
kundige moontlik om enige aantal sykettings 
aan die hart van die penisillienmolekule te 
koppel. Op hierdie manier is meer as ’n dui- 
send variante van penisillien geproduseer. 
Hierdie aantal is verminder tot ’n kort lys van 
60 produkte wat verdere ondersoek verdien, 
en van hierdie 60 was daar een besondere 
derivaat (penisillien 152) wat voldoen het aan 
die streng vereistes vir vrystelling as ’n by- 
voegsel tot ons antibiotiese wapenrusting. 

Penisillien 152 is belangrik omdat dit ’n 
volkome nuwe benadering is tot die probleem 
om kragtige (en moontlik ook veiliger) peni- 
silliene te berei. Nuwerwetse eienskappe kan 
nou geént word op die penisillienkern om ons 
’n kombinasie van effekte te gee wat heeltemal 
ondenkbaar is in die geval van die produk wat 
van die pogings van die skimmel alleen ver- 
kry word. 
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———and think! 


How many safe anti-hypertensive agents have 
actually grown in popularity over a period of 
five years? 

More pertinent, how many can you remember 
which have comeand gone—within three years? 


(just ii Tabs. 


nocte) has a remarkable record of consist- 
ently increasing popularity over a period well 
in excess of five years. This is graphically 
demonstrated by the sales chart shown below. 
Only you, the doctor, have endorsed Rauwi- 
loid on this basis of increasing popularity. It 
is available against your prescriptions only. 


SOUTH AFRICAN 


AND RHODESIAN MONTHLY 
SALES RECORD 


(SINCE INTRODUCTION 
IN FEBRUARY 1954) 


UNITS OF SALE — 


Laboratories Africa 


(Pty.) Ltd., 
Riker FeB FEB FEB FEB FEB FEB 


1955 1956 1957 1958 1959 
Cape Town. 


PNB3897 


FEB 


1960 
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TREATS THEIR ACNE WHILE THEY WASH 


IN ACNE, Fostex Cream and Cake 
degrease and degerm the skin...un- 
block pores...remove blackheads and 
help prevent pustule formation. Both 
‘the Cream and Cake are well tolerated. 
And...Fostex is easy to use...assures 
‘patient acceptance and cooperation. 
The patient stops using soap on the 
affected areas and starts aati with 
Fostex. 


Fostex Cream for therapeu- 
tic washing of skinin severe, 
oily acne. Also as a thera- 
peutic shampoo in dan- 
druff and oily scalp. 


how Fostex helps. 


in treatment of acne 


iphene 1%. 


Division ion of Foster- Milburn Co. 


Fostex effectiveness is by: 
- Sebulytic® (sodium lauryl sulfoacetate, 


sodium alkyl aryl polyether sulfonate, 
sodium dioctyl sulfosuccinate), a new. 
combination of surface active cleans- 
ing and wetting agents with remarkable 
antisebortheic, keratolytic and“antibac- 
terial action, enhanced by sulfur 2%, 
salicylic acid 2% and hexachloro- 


tod 


2 


Fostex Cake for therapeu- 
tic washing of skin after. 
acute phase of acne is 
controlled. Maintains skin 
dry and comedone free. 


Literature and samples on request from the sole distributors for the Union of South Africa: 


PETERSEN LIMITED 


P.O. BOX 38 CAPE TOWN 


P.O. BOX 5785 JOHANNESBURG 


P.O. BOX 1684 DURBAN 
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Etlike opvallende aansprake word gemaak 
vir sover dit penisillien 152 betref: 

Dit is buitengewoon aktief as dit monde- 
ling toegedien word. Die groter absorbeer- 
baarheid daarvan gee baie vinnig aanleiding 
tot hoér bloedpeile as wat ooit tevore met 
ander mondelinge penisilliene bewerkstellig 
kon word. Hierdie hoér bloedpeile kan bes 
moontlik van groot waarde wees in die geval 
van mikro-organismes wat slegs middelmatig 
gevoelig vir penisillien is en waar verdubbe- 
ling van die bloedkonsentrasies miskien on- 
ontbeerlik vir doeltreffende bakteriebestryding 
is. Daarbenewens kan hierdie hoér bloedpeile 
ook noodsaaklik wees in gevalle van infeksie 
in liggaamsdele wat swak van bloed voorsien 
word. 

Die peile wat bereik word binne ’n uur na 
die mondelinge toediening van penisillien 152, 
lewer ’n konsentrasie op wat ongeveer twee 
keer hoér is as dié wat op die toediening van 
penisillien-V in dergelike omstandighede volg. 
Die bloedpeile wat bereik word, is ook veel 
hoér as dié wat deur binnespierse prokaien- 
penisillien-G bewerkstellig word. 

Penisillien 152 word besonder vinnig afge- 
skei en dit maak sy verskyning in buikwater- 
sug en pleurale vloeistowwe na mondelinge 
toediening. 

Die in vitro bakteriebestrydende spektrum van 
penisillien 152 is naastenby gelyk aan dié van 
kalium-penisillien-V. Albei middels is hoogs doel- 
treffend teen penisillien-gevoelige stafilokokke en 
teen pneumokokke, streptokokke, gonokokke en 
Corynebacterie. Penisillien 152 sal derhalwe sonder 
die minste twyfel ’n plek kry in die behandeling 
van die bakteriese infeksies wat deur gewone penisil- 
lien-gevoelige organismes veroorsaak word.* 

Net soos in die geval van ander vorms van peni- 
sillien word penisillien 152 nie aanbeveel vir die 
behandeling van diepgewortelde of chroniese infek- 
sies nie. 

Die in vivo spektrum van hierdie nuwe penisillien 
word weerspieél in die verslae van 13 navorsings- 
werkers wat kliniese studies met meer as 500 
pasiénte uitgevoer het. Streptokokke-, gonokokke-, 
stafilokokke- en pneumokokke-infeksies het vinnig 


* Infeksies van die asemhalingskanaal, akute keel- 
ontsteking, septiese seerkeel, mangelontsteking, mid- 
deloorontsteking, strottehoofontsteking, nekklier-ont- 
steking, bronchitis, en lob- of bronchopneumonie. 

Vel-, sagte weefsel- en chirurgiese infeksies, bel- 
roos, weefselonsteking, limfvaatontsteking, wondin- 
feksies en piodermie. 

Infeksies van die urienstelsel, gonorree, akute en 
chroniese blaasontsteking, nier- en nierbekkenont- 
steking en prostaatontsteking. 

Skarlankenkoors, bedkoors. 
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gereageer op behandeling met penisillien 152, en dit 
is ook getoets teen ’n groot aantal soorte Staph. 
aureus wat uit kliniese bronne afgesonder is. Dit 
het geblyk dat baie organismes wat weerstand teen 
penisillien-G en penisillien-V opgebou het, gevoelig 
vir penisillien 152 is. 

In die loop van een van hierdie studies is ge- 
voeligheidstoetse met 39 weerstandskragtige soorte 
Staph. aureus uigevoer. Almal het weerstand of 
middelmatige weerstand teen penisillien-G gebied. 
Slegs 3 was gevoelig vir penisillien-V. Maar dit 
het geblyk dat 16 (43% van die besondere soorte) 
gevoelig vir penisillien 152 was. In 34 uit 39 ge- 
valle het penisillien 152 teen konsentrasies wat laer 
was as dié wat van enigeen van die ander twee anti- 
biotica vereis word, doeltreffende inhibisie bewerk- 
stellig. 

Daar is ook bewyse dat penisillien 152 minder 
ongevoelig as die vroeére penisilliene is vir weer- 
standskragtige soorte stafilokokke, sowel in die proef- 
buis as in die geval van die veel moeiliker infeksies 
wat eksperimenteel by laboratoriumdiere opgewek 
word. Hierdie feit staan waarskynlik in verband 
met die stadiger vernietiging daarvan deur penisil- 
linase, die ensiem wat deur weerstandkragtige orga- 
nismes, en veral weerstandskragtige stafilokokke, ge- 
produseer word. 

Hierdie nuwe aanval op die penisillienmolekule 
kan bes moontlik uitloop op die produksie van ’n 
modifikasie wat, in teéstelling met die natuurlik 
voorkomende stof, nie die allergenisiteit openbaar 
wat reeds so ’n opvallende kenmerk van penisillien- 
terapie geword het nie. 

In een verslag oor 9 pasiénte met ’n voorgeskie- 
denis van allergiese reaksies op penisillien is daar 
bewys dat een van die pasiénte aan jeuk (sonder ’n 
uitslag) gely het gedurende behandeling met penisil- 
lien 152. Die toediening van die middel is ge- 
staak en die gejeuk het op antihistamienterapie ge- 
reageer. Die ander 8 pasiénte met ’n voorgeskie- 
denis van penisilien-gevoeligheid het geen allergiese 
reaksie op penisillien 152 getoon nie. Hierdie feite 
is natuurlik onvoldoende om tot ’n definitiewe ge- 
volgtrekking oor die vergelykende allergenisiteit van 
die nuwe penisillien vis-a-vis ander penisilliene te 
geraak. Dit is egter 'n aspek wat met aansienlike 
belangstelling dopgehou sal word. 

Die nuwe belangstelling in die penisillienfamilie 
sal waarskynlik nie tot ’n einde kom nie met die 
ontwikkeling van penisillien 152, die afstammeling 
van die sykettings wat aan die kern geheg is. Die 
kern self is ’n vesting waarop ’n aanval bes moont- 
lik gedoen sal word. In die geval van kefalospo- 
rien-C het ons reeds ’n antibioticum wat aan die 
penisillienfamilie verwant is maar wat ongevoelig 
vir penisillinase is. In hierdie geval moet die 
buitengewone eienskappe egter toegeskryf word aan 
’n wysiging van die kern, en nie aan die syketting 
nie. 

Die jongste sintetiese aanval op die probleem 
voortspruitende uit die bereiding van veilige en 
kragtige penisilliene wat ewe doeltreffend is of hulle 
nou al per mond of in die vorm van ’n inspuiting 
toegedien word, het betowerende moontlikhede oop- 
gestel en die antibiotiese gesigseinder oneindig ver- 
breed. Aan hierdie front kan ons verdere merk- 
wardige ontdekkings in die naaste toekoms verwag. 
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OF AMOEBIC LIVER 


28 November 1959 


ABSCESS 


S. E. MApDISON, B.Sc., S. J. POWELL, M.D., M.R.C.P. 
and 


R. Etspon-DEw, M.D., F.R.S.S.AF. 
Amoebiasis Research Unit*, Durban 


For many years it has been known that where- 
as Entamoeba histolytica inhabits the gut in 
association with bacteria and requires their 
presence for growth in culture, yet amoebic 
liver abscesses are characteristically bacteriolo- 
gically sterile. Although bacterial infection is 
a well recognized complication, all reports in- 
dicate that bacteria are only found in a minority 
of cases. DeBakey and Ochsner! report an 
incidence of 12.3% in a review of 864 collec- 
ted cases; Lamont and Pooler? isolated bacteria 
from the liver pus in 12% of 106 cases and 
Septilveda, Jinick, Bassols and Mufioz? found 
that 18.7% of 80 cases were secondarily in- 
fected. However, it is not clear from the 
literature whether this comparatively high in- 
cidence of bacterial infection was present 
initially or whether it followed on aspiration. 

The following investigation was undertaken 
to determine the incidence of bacterial infec- 
tion in otherwise uncomplicated amoebic liver 
abscess and to find out the frequency with 
which organisms may have been introduced by 
intervention. 


MATERIAL AND METHODS 


The liver pus from 75 consecutive African male 
patients with amoebic liver abscess was studied. In 
all instances the abscess appeared to be confined to 
the liver without evidence of rupture into the lung 
or other adjoining structures. In addition to the 
primary aspiration undertaken in all 75 cases, a 
further 1 to 5 aspirations were performed in 34 
patients. 

Bacteriological examination of the pus was done 
on every specimen. irect smear was stained 
by Gram’s method. In addition 2 bottles each of 
digest broth and Robertson’s cooked-meat medium 
were inoculated. The 4 culture bottles were in- 
cubated for 21 days, a Gram stain being done on 
smears from each of them once a week and examined 
for bacterial growth. 


RESULTS 


Entamoeba histolytica was found in the pus of 
63 of the 75 cases. No bacteria were found in 
the direct examination of the 75 primary aspi- 


*The Amoebiasis Research Unit is sponsored by 
the following bodies: 

The South African Council for Scientific and In- 
dustrial Research 

The Natal Provincial Administration 

The University of Natal 

The TIl-ited States Public Health Service (Grant 
E-1592). 


rations. The bacterial control cultures of 73 
were sterile. One yielded a growth of A. 
aerogenes after 24 hours from each of the 4 
control cultures. Second and third aspirations 
from this patient were, however, sterile. 
Another primary aspiration in this series 
yielded A. aerogenes from control cultures. 
Three further aspirations from this patient 
yielded a mixed growth of E. coli and A. 
aerogenes. The clinical picture suggested that 
the abscess had been secondarily infected 
during the process of initial aspiration. 

Bacteria were isolated in 5 other cases on 
subsequent aspirations. In 2 the Gram-positive 
cocci found on direct examination proved to be 
coagulase-negative staphylococci. In another 
Gram-negative bacilli were present on direct 
examination and culture yielded P. aeruginosa. 
In a further case, in which Gram-negative 
bacilli were found on direct examination, E. 
coli was isolated. In the fifth case, the second 
aspiration was sterile but both the third and 
fourth aspirations showed Gram-positive cocci 
and Gram-negative bacilli on the direct exami- 
nation. Culture yielded a mixed growth of 
non-haemolytic streptococci and E. coli, 

All the controls of the remaining 29 cases 
on which multiple aspirations were done were 
sterile. 

E. histolytica was found in the pus of the 
initial aspirations of all 6 cases who became 
secondarily infected. In addition to amoebi- 
cidal therapy, all received broad-spectrum anti- 
biotics when it became evident that they had 
become infected. Four cases responded to 
conservative therapy but 2 of the cases in 
which E, coli were isolated required surgical 
drainage. There were no deaths. 


DISCUSSION 


Figures of the incidence of bacterial infection 
in amoebic liver abscess are misleading unless 
it is known whether or not this has arisen as 
a complication of the disease from within the 
patient, or has been introduced during aspira- 
tion. Moreover, once a liver abscess has rup- 
tured into adjoining structures, particularly the 
lung, secondary infection is likely to occur. As 
most reports do not make these distinctions, 
the incidence ‘of secondary infection in un- 
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complicated liver abscess may appear unduly 
high. 

Contaminants from the syringe, needles and 
containers may be grown on culture of the pus, 
producing a false impression that an abscess 
is bacterially infected. Direct examination of 
a smear of the pus stained by Gram’s method is 
of value in distinguishing contamination from 
‘secondary bacterial infection of the abscess. A 
negative smear with a positive culture indicates 
probable contamination of the pus and not 
secondary infection of the abscess. This 
occurred in 2 of our cases. 

Our findings show that whereas on initial 
aspirations in no instance was the abscess in- 
fected by bacteria, 6 cases subsequently became 
infected. Although it is not doubted that 
abscessess may become infected by bacteria 
without aspiration, our experience suggests 
that the most important cause of secondary 
bacterial infection in unruptured amoebic liver 
abscess is the introduction of bacteria during 
aspiration. An incidence of 6 cases out of 75 
(8%) indicates that this is not a negligible 
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risk. When this occurs, not only is the course 
of the disease prolonged, but the prognosis 
becomes more serious. Although all our patients 
recovered, it was necessary to subject 2 of 
them to surgical drainage. 


SUMMARY 


In the pus obtained by aspiration in a series 
of 75 cases of unruptured, clinically diagnosed 
amoebic liver abscess, E. histolytica was found 
in 63. Six abscessess (89%) became infected 
by bacteria. In all instances the bacterial in- 
fection appeared to have been introduced 
during aspiration. Four patients responded 
satisfactorily to conservative measures, but the 
remaining 2 required surgical drainage. 
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ANTICHOLINERGIC PREPARATIONS 
IN THE TREATMENT OF GASTROINTESTINAL DISEASES 


J. C. PRESTWICH, M.A., B.M., B.CH., M.R.C.P. 
Consultant Physician, Portsmouth Group Hospitals, England 


Disorders of the gastrointestinal tract are such 
a common feature of life in modern Western 
civilization that the dyspeptic tycoon whose 
lunch consists of a glass of milk and a bismuth 
tablet has become a standard comic figure. To 
the patient and his doctor, however, a peptic 
ulcer is no joke. Although the immediate 
prognosis is usually good, in that pain can be 
relieved and the patient can return to work, 
recurrence of the ulcer is all too common, and 
a high proportion of patients are faced with 
the prospect of months, or even years, of living 
on a carefully controlled diet and doing their 
best to avoid the thousand natural shocks to 
which flesh is heir. Such a situation presents 
an obvious challenge to the medical profession 
and the pharmaceutical industry. 

The cause, or causes, of peptic ulcer are by 
no means fully understood. There is, however, 
general agreement that secretion of excessive 
amounts of gastric acid is a major factor, and 
that mental stress may frequently precipitate 
an attack. Treatment of the ulcer is therefore 
directed to combating these two factors by such 
means as antacids, diet, anticholinergic drugs, 
rest, sedation and psychiatric treatment. 


The present review is concerned with anti- 
cholinergics; but it must be stressed that such 
drugs, though producing excellent results in 
many instances, cannot so far be regarded as a 
complete substitute for orthodox treatment. 
Satisfactory results are most likely to be ob- 
tained if treatment with anticholinergic prepa- 
rations is combined with the effective use of 
antacids and diet. This fact, unfortunately, in- 
troduces considerable difficulties in the evalua- 
tion of new anticholinergics. Obvious ethical 
considerations will prohibit the withholding of 
treatments of proved value in the interests of 
an objective evaluation of a new drug, so that 
it is frequently difficult to separate the effect 
of the drug from that of the other treatments; 
and where the disease is of psychosomatic 
origin, the physician’s own personality, and 
his relationship with the patient, have an im- 
portant influence on the results of treatment. 
This factor may well account for some of the 
conflicting results obtained with particular 
anticholinergics which have been reported in 
the literature. 

The role of the vagus nerve in controlling 
gastro-intestinal motility and the secretion of 


516 


gastric juice is too well known to need dis- 
cussion here. Vagotomy, introduced by Drag- 
stedt in 1943, produced spectacular cures of 
peptic ulcer in a number of instances; but the 
vagotomized patient requires very careful 
management, especially if the ulcer is compli- 
cated by pyloric stenosis, and a search was 
therefore begun for substances which, by 
antagonizing the actions of the vagus, could 
vee the physiological effects of vagotomy 
y biochemical means. Atropine, the naturally 
occurring anticholinergic, has of course been 
used for many years; but atropine has certain 
disadvantages. In tolerable doses it is much 
more potent as an inhibitor of gastro-intestinal 
motility than of gastric secretion, and if the 
dose is raised to a level at which an anti- 
secretory effect is produced, the incidence of 
undesirable side effects such as dry mouth, 
blurring of vision and retention of urine 
becomes high. Of 72 patients treated with 
atropine by Bachrach, 57 suffered from dry 
mouth, 18 from blurred vision, 4 from reten- 
tion of urine and 15 from other symptoms.! 
Moreover, Texter and Barborka,!7 in a com- 
parison of atropine with Banthine involving a 
total of 250 patients with proved peptic ulcer, 
found that 90% of the atropine-treated group 
had a recurrence of ulceration. 

Pamine (hyoscine methyl bromide), Buscopan 
(hyoscine butyl bromide) and Skopyl (hyoscine 
methonitrate) are other belladonna derivatives 
which have been used in the treatment of 
peptic ulcer. Rider et al.,!! reporting a study 
of 55 patients, found that Pamine, though a 
more potent inhibitor of gastric secretion than 
atropine, rarely produced full relief of ulcer 
symptoms; better results were obtained when 
antacids were also given. The total dose was 
about 12.5 mg. per day orally; at this dosage 
60% of patients showed side effects. The 
authors concluded that Pamine is a valuable 
adjunct to treactment but that it is not free 
frorn disadvantages. Buscopan and Skopyl 
have similar effects. 

In 1950 the first synthetic anticholinergic, 
Banthine (2-diethyl-aminoethyl xanthene-9- 
carboxylate methobromide) came into clinical 
use. It was widely used for several years, but 
has now been largely replaced, by Pro-banthine, 
its isopropyl analogue. 

Partial inhibition by Banthine of the secre- 
tory response of the stomach to histamine in 
dogs and in human beings was reported by 
Benjamin et a2 Smith et al.!6 found a marked 
reduction in nocturnal gastric secretion in 
patients with peptic ulcer, using a dose of 
Banthine which produced no marked side 
effects. Poth and Fromm® suggest that Ban- 
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thine is a useful adjunct to other forms of 
treatment. In a study of 137 patients, Brown 
and Collins? found that 97 patients obtained 
prompt relief from Banthine (400 mg. per 
day) and a further 7 obtained partial relief; 
22 patients had side effects of sufficient severity 
to necessitate a reduction in dose, and in a 
further 8 patients side effects were so severe 
that the drug had to be discontinued. Walters 
et al. reported that the side effects of Ban- 
thine were less pronounced than those of 
atropine. Texter and Barborka (loc. cit.) 
reported a relapse rate of 75% in their group 
of Banthine-treated patients and suggested that 
although there was some immediate improve- 
ment of symptoms after treatment with Ban- 
thine, the drug had little effect on the eventual 
outcome of the disease. 

Banthine should not be given to patients 
with prostactic hypertrophy, even if the degree 
of hypertrophy is only slight.> 19 

Pro-banthine (2-diisopropylaminoethyl-xan- 
thene-9-carboxylate methobromide) is about 3 
times as potent as Banthine; Roback and Beal!? 
reported that 40 mg. of Pro-banthine was more 
effective than 100 mg. of Banthine in inhi- 
biting gastro-intestinal motility and gastric 
secretion. Schwartz et al.'* studied the effect 
of Pro-banthine in 129 patients with peptic 
ulcer and found that 106 were completely re- 
lieved of pain and 12 were partly relieved; in 
the remaining 11 patients the drug had to be 
discontinued because of side effects. The dose 
was 30-45 mg. 6-hourly; after about 2 weeks 
of treatment the dose was reduced to 15 mg. 
6-hourly. On this maintenance dose 10 patients 
relapsed, but 7 of the 10 were controlled by a 
return to 45-60 mg. 6-hourly for a few days. 
Tonkin'® expressed the view that Pro-banthine, 
like other anticholinergics, must be considered 
as an adjunct to other forms of treatment. He 
considered that anti-cholinergic preparations 
in general failed to have an effect on the com- 
plications of peptic ulcer or the subsequent 
gastrectomy rate: a view which receives some 
support from the finding of Texter and Bar- 
borka (Joc. cit.) that the incidence of compli- 
cations and the necessity for operation was the 
same in patients treated with Banthine and 
atropine. 

In the case of Antrenyl (2-Diethylaminoethyl 
a-cyclohexyl «-phenylglycollate methobromide) 
somewhat conflicting findings have been 
reported. Schaub!? gave doses of 10 mg. to 
39 patients with peptic ulcer and found that 
27 showed marked or moderate improvement. 
The same author found that 22 of 55 patients 
with gastritis were cured by a similar dose, and 
a further 23 patients were improved. Notkin,® 
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giving 5 mg. 4 times daily by mouth, obtained 
satisfactory results in 55 of 80 ulcer patients 
treated. Mattman and Structuer? gave much 
larger doses (25 mg. 6-hourly) and found that 
pain was rapidly relieved but that side effects 
were troublesome. 

A disadvantage which is common to all the 
compounds so far mentioned, both natural and 
synthetic, is their short duration of action 
(1-3 hours). Compounds with so short a 
time of action cannot control gastric secretion 
throughout the night, and a drug which has 
to be given 4 or 5 times a day has obvious 
disadvantages, especially for the ambulant 
patient who may readily forget one or more 
doses during the day. A long-acting anticholi- 
nergic which compares favourably with other 
compounds in respect of potency and absence 
of side effects would be a most valuable addi- 
tion to the physician’s resources. Such a drug 
has recently become available with the intro- 
duction into clinical medicine of Tyrimide 
(3-carbamoyl-3,  3-diphenylpropyl methyl 
diisopropyl ammonium iodide). 

Tyrimide has been reported by van Proos- 
dij-Hartzema et al.!° as being four times as 
potent as atropine. Even more striking results 
in animal experiments have been reported by 
Janssen et al., © who showed that Tyrimide was 
5 times as affective as atropine in protecting 
neostigmine-sensitized mice against the effects 
of an acetylcholine aerosol, and no less than 
7 times as effective in preventing the develop- 
ment of gastric ulcers in rats submitted to liga- 
tion of the pylorus. 

Cayer et al.4 treated 50 ulcer patients with 
10 mg. per day of Tyrimide for an average 
period of 9 months. They reported rapid re- 
lief of pain and negligible incidence of side 
effects. Good to excellent results were ob- 
tained in 90% of the patients treated. Wein- 
berg,”! using a dose of 5 mg. of Tyrimide 2 
or 3 times a day, obtained ‘excellent’ results 
in 20 of 28 patients with gastro-intestinal com- 
plaints and good results in a further 4 patients. 
In one patient persistent constipation made it 
necessary to withdraw the drug. Shutkin!® 
treated 30 peptic ulcer patients with Tyrimide 
and obtained good to excellent results in 26. 
Side effects were reported as ‘ unusually mild.’ 
Furthermore, Shutkin found that Tyrimide was 
superior to Pro-banthine in reducing the 
volume and acidity of the basal gastric secre- 
tion and in antagonizing the gastric response 
to histamine, and showed that a single oral 
dose of Tyrimide was able to suppress gastric 
secretion and motility for at least 12 hours. 

These reports strongly suggest that Tyrimide 
compares very favourably with other natural 
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and synthetic anticholinergics in respect of 
potency and freedom from side effects, while 
its long action, providing adequate control of 
gastro-intestinal function with only 2 or 3 
doses in 24 hours, places it in a class by itself. 


We thus see that, in the last decade, pharma- 
cological research has, in the synthetic anti- 
cholinergics, placed a new and valuable weapon 
in the hands of the practitioner concerned with 
the treatment of peptic ulcer and other gastro- 
intestinal disorders. Until the present time 
clinicians have rightly tended to regard such 
substances as ancillary to the well-tried forms 
of treatment such as diet, rest and antacids; 
but the substantial progress made in recent 
years in the production of potent and non- 
toxic anticholinergics gives ground for hope 
that new compounds may become available 
which will replace, rather than merely supple- 
ment, orthodox methods of treatment. 
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Medical practice is concerned with human 
beings although the degree of direct contact 
involved may vary considerably from, on the 
one hand, the very close relationships between 
a psychotherapist and his patient and, on the 
other, the minimal or entire lack of contact 
involved in laboratory investigations. This 
factor of the differential degree of human con- 
tact in the various spheres of Medicine bears 
upon both practice and training, for the per- 
sonality of the student will be one of the deter- 
minants both of his choice of postgraduate 
career and his ability to establish with patients 
the kind of relationships which can become 
an effective and satisfying therapeutic tool. 

In many spheres and in many respects 
Medicine is being ‘humanized,’ for socio-cul- 
tural factors are becoming more prominent in 
our thinking and the uniqueness of the indivi- 
dual is realized. The emphasis is changing 
from problems of dying to those of living and 
we can no longer concentrate on the trouble 
to the exclusion of the troubled. 

This paper will review certain contributions 
made to the understanding of the human 
dimensions of illness by some psychiatrists and 
sociologists. The possible meaning of the ill- 
ness to the patient will be dealt with and the 
meaning of the patient and his illness to the 
doctor will be looked at. The changes in the 
behaviour of the sick person and the nature of 
the healing process will be discussed. The 
patient’s view of health services and medical 
personnel as a subculture will be described. 


PATIENT-ORIENTATION 


The increased interest and understanding of 
the psychological aspect of the patient may be 
referred to as ‘ patient orientation.’ A patient 
has a background, strivings, anxieties and in- 
securities. These will determine what his 
disease means to him, how it will affect him 
and his family, and what part all these factors 
will play in his acceptance and execution of 
the necessary treatment.! Patient-orientation 
implies an appreciation of the psychological 
effects of disease and of the necessary medical 
procedures involved in diagnosis and therapy, 
of what it means to be separated from home 
and relatives, and to be admitted to hospital. 
Patient-orientation in the management of 


chronic crippling disorders, such as rheumatoid 
arthritis, would have ameliorated the experi- 
ence so poignantly described by a patient: 

“What was devastating was to be told by the 
specialist in question—just in a few words—just in 
a few minutes—just like that—that I should never 
be able to work again ... For three weeks he had 
laboured skilfully and faithfully over the “ bugs” 
which might evilly infest my body, but not three 
minutes did he spare for the tidings which might 
so much more evilly infest my mind, break down 
my personality, impoverish and deplete my ego.’2 

Hospitals represent society's most highly 
articulated and structured organizational unit in 
which the healing process occurs. In them 
a complex situation exists which involves 
patients and their families on the one hand. 
and medical and administrative staff on the 
other. When analysed, some procedures and 
regulations may be found to vary in their de- 
gree of patient-orientation. As a simple illus- 
tration may be cited the still prevalent prac- 
tice of waking patients for their early morning 
wash. Is this necessary for the healing process 
or is it determined by the needs of the hard- 
worked staff? If the healing process is not 
directly involved, can the patient be allowed 
to make the choice between more sleep and a 
later wash? Is the staff prepared to subject 
to the test of reality their apprehensions that 
this will completely disrupt the efficiency of 
their ward? 

Another simple example illustrating the 
orientation (either patient- or staff-centred) 
which may be the basis for certain traditionally 
accepted decisions is the ‘ tucked-in bed.’ 
Cleanliness and obsessional tidiness have 
somehow become completely equated leading, 
more or less, to a disregard of the possibility 
that some patients may feel so uncomfortable 
when tidy that their rest and thus the healing 
process does not proceed efficiently. 

Patient-orientation involves an understand- 
ing of the way the patient and medical per- 
sonnel interact with each other in the course 
of the healing process. We must look at their 
perceptions, their values and the basic assump- 
tions which motivate their behaviour. This 
understanding, in turn, will contribute to more 
effective patient care. 

The implications of patient-orientation will 
be manifest in all the services which co- 
operatively provide comprehensive health and 
welfare services. The industrial medical 
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officer, e.g. can tend to be predominantly 
management- or patient-oriented, and this will 
be reflected in the nature of his practice. 
Patient-orientation leads to a critical revalua- 
tion of whether the choice of methods of 
management has not been unduly weighted by 
the needs and demands of health personnel, 
rather than that of the patients in their care. 


THE ROLE OF THE SICK PERSON 


Talcott Parsons?» 4 regards illness as a motivated 
phenomenon in which 4 categories of deter- 
minants play a part. These are organically signi- 
ficant environmental factors (e.g. bacteria) and 
constitutional, psychological and social factors. 
He views illness as one of a set of alternatives 
which is open to the individual. Other outlets 
for pathogenic psychological and social strains 
might be exotic religions, ‘hobohemia’ or 
crime. Even in those instances where the 
etiology of the disorder is primarily physico- 
chemical, the nature and severity of symptoms 
and the rate of recuperation are almost invari- 
ably influenced by the attitude of the patient. 
Parsons regards illness not merely as a ‘con- 
dition’ but also as a social role. The main 
features of this ‘sick role’ in our society are 
passive withdrawal and exemption from the 
performance of certain normal social activities 
and responsibilities. The state of illness is 
partially and conditionally legitimized. If a 
person is defined as sick he is granted the right 
to care, but at the same time he must accept 
the definition of his state as undesirable and 
is expected to get well as quickly as possible. 
Being sick means being in need of help, and 
the sick person incurs the obligation of co- 
operating with the physician. 


THE MEANING OF His ILLNESS TO THE 
PATIENT 


Balint> states that during the centuries certain 
theories about the nature of illness have de- 
veloped which express one or other aspect of 
Man’s relationship to his illness. In their 
simplest form they express two opposite ideas 
which colour the patient’s conception of his 
illness. According to the first, the patient was 
healthy, whole and ‘ good’ until something in 
him turned ‘bad’. According to the second, 
the ‘bad’ thing had nothing to do with the 
patient—it came from outside. In both cases 
the ‘bad’ thing threatens him with pains, 
privations or even destruction unless he can 
defend himself against it or get rid of it 
altogether, either on his own or with his 
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doctor's help. Thus the appropriate treatment 
is to get this ‘bad’ something out of us. In- 
numerable techniques, from primitive magic 
and exorcism, through purgatives, enemata and 
phlebotomy to many unnecessary surgical 
operations, have been based on this primitive 
idea. 

‘Man, to maintain his equilibrium with his en- 
vironment, is in perpetual struggle—with microbes, 
with incompatible mothers-in-law, with drunken car 
drivers and with cosmic rays.’6 

When he is faced with a problem too difh- 
cult for him to cope with, his organization 
partially breaks down and, after some time, he 
consults his’ doctor—complaining of some ill- 
ness. 

“This is a puzzling fact; in the doctor-patient 
relationship it occurs but seldom that the patients 
come with a problem. In other words, patients 
consult their doctors only when, so to speak, they 
have converted the struggle with their problem into 
an illness.’5 

With the starting of the illness a number 
of secondary processes is also set in motion. 
The illness creates a new life situation to which 
the patient must adapt himself. For some 
people, falling ill is a severe blow, for others 
a welcome relief. There are people who find 
life too difficult, strenuous, frustrating and de- 
pressing; even minor ailments are too much 
for them and offer them an acceptable oppor- 
tunity to withdraw and ‘look after them- 
selves.’ Illness can offer opportunities for 
‘withdrawal from all sorts of unsatisfactory or 
frustrating, demanding or over-exacting rela- 
tionships with people.’ 

Balint quotes as examples, ‘the frigid woman 
whose dysmenorrhoea is a welcome dispensation 
from marital duties; the urethritis of not securely 
potent men; the many eating difficulties and food 
fads of over-pressed children, which enable them to 
escape from the clutches of their much too power- 
ful parents, usually their mothers, by an apparent 
weakness, the asthma atacks which inevitably over- 


come the patient when visiting the home of his or 
her parents or spouse.’ 


THE BEHAVIOUR OF THE SICK PERSON 


Lederer’ describes the experience of illness as 
a complex psychological situation. To clarify 
the responses of the sick to this experience it 
is necessary to consider three main time 
periods, each of which has a characteristic 
orientation.’ In the transition period from 
health to illness one finds certain definite pat- 
terns of response to the initial events which 
usually cause some degree of apprehension or 
anxiety. Many persons may attempt to allay 
their anxieties by a denial of the frightening 
experience. They may either ‘plunge into 
health’ and do even more than their usual 
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routine activities or minimize the importance 
of the symptoms. For some men, manliness 
depends on being active and never yielding 
to a physical discomfort; to them, passivity and 
any intolerance of pain are equated with 
femininity. Consequently, becoming ill is 
viewed as an emasculating process and, thereby, 
highly provocative of anxiety. Such a man 
may, by abortive attempts to reassert his 
masculinity in sports, late hours and heavy 
work, dangerously deny his symptoms. _ Ill- 
nesses showing a familial occurrence are par- 
ticularly alarming since most people do not 
want to discredit the purity of their families 
and are deeply ashamed by symptoms which 
they interpret as a possible disgrace to their 
family. 

Continuing folk tradition in some areas sug- 
gests that illness is the just desert of the 
sinner. People believing this will feel guilty 
when developing an illness and may even 
impelled to malinger health. Thus, in the 
initial phase of many illnesses, one may en- 
counter evidence of anxiety, guilt and shame. 
As we have seen, in certain neurotic patients 
there may be a paradoxically positive accept- 
ance of illness. 

Submitting to diagnostic and therapeutic 
procedures is the next psychologically difficult 
set of experiences for the patient. Here the 
behaviour of the medical personnel responsible 
for these procedures may be crucial. Once 
again, anxiety is aroused in the patient because 
of unfamiliarity with what may be expected 
and because of fantasied dangers. When to 
the mystifying and awesome physical para- 
phernalia and technical language is added the 
impersonal nature of the activities of many 
hospitals and clinics, it is easy to appreciate 
the mounting anxiety of a patient. 

When the patient has accepted diagnostic 
and initial therapeutic procedures, he enters the 
stage of ‘ accepted’ illness. He now views him- 
self as ill and abandons pretences of health. 
The patient's life becomes simpler, more con- 
stricted and similar, in some respects, to his 
childhood. His actions, thoughts and feelings 
become regressive in response to this child-like 
world of illness. Like a child, the patient is 
egocentric, and concerned with the selfish mat- 
ters of satisfying simple needs for rest, food, 
absence of pain and relief of body tensions. He 
presumes that his attendants share in these pre- 
occupations and is resentful if they are dis- 
tracted by other concerns. 


The physical helplessness of the patient 
makes him dependent on others. With this 
dependency, one observes much ambivalence 
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towards the benefactors. Like a child the 
patient often exhibits an uncritical ‘love’ and 
admiration, but at the same time resentment, 
because of his weak and inferior position. All 
persons working with the sick need to recog- 
nize this ambivalent dependency and neither 
to be flattered nor offended by it. 

The hypochondriacal worry over medical 
matters such as pulse rate, temperature, bowel 
movements, etc. which may dominate the 
patient’s thoughts and conversation, resemble in 
some ways the curiosity and exploration of his 
body and its functions undertaken normally by 
all children. 

The biological task of the sick is to get 
well, and this regression, during illness, is 
adaptive and often significant for survival. 
Recognition of this utility in the regression of 
the sick should make medical attendants wel- 
come it rather than deplore it. It seems that 
the best course for the physician is to en- 
courage the minimum amount of regression 
necessitated by the physical limitation of the 
patient and to avoid any unnecessary infanti- 
lizing. 

Convalescence involves both a return of 
physical strength and a re-integration of the 
personality of the patient who has been living, 
feeling and thinking in a regressed, more or 
less infantile fashion. The return of physical 
strength and health is usually an automatic 
process, but it is not necessarily paralleled by 
a restoration of ‘healthy’ adult behaviour. 
Convalescence structurally and dynamically 
resembles adolescence. Both the convalescent 
and the adolescent have to leave a protected 
world in which responsibilities were minimal 
and the satisfaction of self-centred needs the 
major concern of himself and those attending 
him. Convalescence is often prolonged in per- 
sons whose previous state of health did not 
provide them with sufficient gratifications and 
relief from anxiety. Fortunately, for most 
convalescents, the stronger motive is toward 
health rather than the regressive pleasures of 
illness. Some physicians, like parents, are un- 
consciously gratified by the dependency of others 
upon them and tend, through protection, 
actually to encourage regressive dependency. 
Like adolescents who yearn for adult life but 
feel unsure themselves, many convalescents, 
especially those with residual disabilities, may 
wistfully long for health but be afraid to try 
it. The success of helping the patient is 
dependent on the recognition of his ‘ adoles- 
cent’ emotional status, which then should call 
forth from his medical atendants attitudes simi- 
lar to those of the parent who encourages and 
aids the growth of his adolescent child. 
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THE MEANING OF THE PATIENT AND HIS 
ILLNESS TO THE DOCTOR 


The importance of the attitudes of the physi- 
cian toward the patient and his illness has 
received even less emphasis than that of the 
patient to his own illness. If the doctor is 
disease- rather than patient-oriented, he will 
apply his knowledge of diseases and tech- 
nical skill to a history, examination and 
laboratory investigation which is disease- 
oriented. If this produces positive findings, 
they will be dealt with by various physical or 
chemical measures. But what if they are nega- 
tive or not commensurate with the intensity 
of the patient’s complaints? Usually diagnostic 
investigations, referrals and therapeutic activi- 
ties are repeated and intensified and rare and 
increasingly complex syndromes may be con- 
sidered. If, finally, no satisfactory result is 
achieved, the final last-ditch referral may be 
made to a psychiatrist, or the doctor, whose 
irritation may represent an unconscious reac- 
tion to his menaced omniscience and om- 
nipotence, will label the patient a ‘neurotic’ 
or a ‘hypochondriac’ and may tell him that 
there is nothing the matter with him. ‘It is 
only when we can make a personality change, 
by realizing that we have been reassuring our- 
selves and not the patient, that we can take 
further steps to help the patient.’ 

In The Doctor, his Patient and the Illness 
Balint analyses the doctor-patient relationship.5 
All patients ‘ offer’ us their various needs and 
we doctors must ‘respond’ to them in one 
way or another. In the first place the patient 
is nearly always frightened, to a varying degree, 
and he is in the dark. He comes to the doctor, 
who knows. The patient is afraid about the 
future and expects comfort. Often he is suf- 
fering and hopes for relief. Patients have to 
face the fact that they are temporarily, or per- 
haps permanently, incapacitated. Some are 
really grateful when the doctor, in effect, allows 
them to be ill; others deeply resent it. By far 
the commonest answer is literally to give the 
patient something. Perhaps the doctor’s most 
frustrating experience is being unable to give 
anything ‘rational.’ If we are convinced that 
what we are giving is ‘good’ for the patient, 
we push the blame on to him if he does not 
get better. Sometimes a prescription is really 
given more for the doctor's than the patient's 
benefit. It is important for any mutually satis- 
factory relationship that both should be able 
to feel that something ‘ good’ has been done, 
otherwise the conclusion is inevitable that the 
doctor is in some way the cause of the suffering 
by failing to cure or relieve it. Most patients 
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who slide into this hostile conclusion do so 
because of their personality. But there are 
many doctors who feel that they have failed 
the patient. This is especially the case with 
the young general practitioner who is nearly 
always alone with his patient and has no means 
of what Balint calls ‘ diluting his heavy respon- 
sibility. He has, therefore, to try everything 
to convince himself that he has really given 
his patient something of value. 

The doctor often has to be the umpire in 
complicated situations, as when a patient is 
overdriving himself because of what his family 
expects from him, or when a seriously ill 
patient is not properly looked after or a patient 
demands inordinate attention from his relatives. 

There are many factors in every doctor- 
patient relationship which push the patient into 
an inevitable, dependent, childish relationship 
to his doctor. The problem has to be solved of 
how much dependence can be allowed and 
how much of a reasonably mature attitude can 
be developed to obtain a good therapeutic 
mixture. 

Both doctor and patient alike must learn 
to bear some frustration. It is on this basis 
of mutual satisfaction and mutual frustration 
that a unique relationship establishes itself 
between a general practitioner and his patients. 
Balint calls this ‘a mutual investment com- 
pany.’ 

Case histories, illustrating the effect of the 
physician’s attitude upon the handling of the 
illness, show that these attitudes and feelings 
may be rooted in experiences not immediately 
pertinent to the clinical problem under 
study.!% Feelings of hostility and aggression 
on the part of the physician can alter the 
management of a clinical problem and in- 
fluence objective judgment. 

‘When “ difficult” patients are encountered it is 
crucial that the basis for patient reluctance be 
purposely explored, and that the reaction of hostility 
that the physician might first experience be recog- 
nized and resolved.’ 

The physician must be constantly willing to 
undergo self-criticism and appraisal, and thereby 
be able to recognize the feelings and attitudes 
that may pertain not to the clinical problem 
but to his own relationship to the patient. 


THE HEALING PROCESS 


Examining the nature of this complex process 
may contribute to our understanding of pro- 
fessional and patient relationships. 

‘This process involves the physiological, 
psychological, and social functioning of human 
beings. It also involves the physical and 
chemical agents which are used to effect these 
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varying levels of human function. It involves 
the people who use these physical means, and 
who use themselves as psychological means to 
accomplish healing. Finally, it involves the 
patient’s own participation in the creation, 
within himself, of a state of positive, construc- 
tive health.’!2 

The psychological and social aspects of the 
healing process tend to be overlooked. Whiting 
regards the doctor-nurse-patient relationship 
as the core of the healing process. The physi- 
cian is the individual who actively and overtly 
initiates the healing process. The nurse con- 
tributes to the process by implementation of 
his instructions, by her observation of the 
physical and psychological changes in the 
patient following treatment, and by her com- 
munication of these observations. The patient, 
through his own unique physiological and 
psychological reactions to the experience of ill- 
ness and to the effect of medical treatment and 
nursing care, moves toward health or greater 
illness. 

Individuals involved in the healing process, 
including the patient, differ in their perception 
and values concerning disease, illness and death. 
Each of us, during the course of personal and 
social development, forms general reactions to 
being ill and to death. 


The key figures in the healing process—the 
nurse, the doctor, the patient, and the sup- 
porting hospital staff—will emphasize one or 
more of the approaches to healing. The physi- 
cian, because of his training, is at least in part 
committed to somatic therapy. As an indi- 
vidual with particular values and interests, he 
may favour one or other type of therapy. The 
patient, in terms of his life experience, will also 
value one type of therapy over another. Finally 
the nurse may, as an individual, feel that one 
approach should be emphasized more than 
another. 

Having looked at the meaning of his illness 
to the patient, and the meaning of the patient 
and his illness to the doctor, we can now turn 
to look at the meaning of health services to 
the patient. 


HEALTH SERVICES AS A SUBCULTURE 


Within every society there are smaller groups 
each possessing distinctive characteristics con- 
cerning beliefs, behaviour and equipment. 
These are subcultures. Koos states that the 
whole atmosphere of health services is in some 
ways a subculture.!> The language of health 
services is a special language, known in large 
measure only to the professional participants, 
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such as doctors and nurses. The behaviour 
patterns of the hospital and clinic are shared 
by these personnel but not fully understood 
by the patient and his family. The equipment 
is familiar to those who work in the subculture 
but often strange and frightening to those who 
use the health services. The hospital, the 
clinic and the doctor's office are all parts of a 
strange world into which the patient and his 
family come, and a world made even more 
difficult because of the added quality of fear 
which illness creates in most human beings. 
In all types of experiences, whether involving 
the care of acute or chronic illness or having 
to do with preventive activities, the stranger 
to the subculture has pressing need for it to be 
interpreted for him. 

In the unfamiliar subculture of a hospital 
the patient's morale and adaptability are 
usually at a low ebb; fear very often over- 
whelms the patient—all these contribute to a 
need for emotional security. Since family 
contacts are usually drastically restricted, the 
patient has to rely for most of this emotional 
security on his attendants. Their concept of 
professional behaviour should not be thought 
of as preventing them from performing this 
function. 

In a leading article in the Lancet!* the pro- 
found effects, for good and ill, of visitors on 
sick people, are discussed. The effects of the 
interaction of patients and their visitors may 
concern the doctor, directly or indirectly. The 
young doctor who has not been educated in the 
subtle and exacting art (far more complicated 
than interviewing patients) of interviewing 
relatives, may be fearful that under the anxious 
scrutiny of relatives he will make a fool of 
himself. It is necessary to ensure that, in their 
training, health personnel appreciate the sig- 
nificance of the emotional aspects of illness 
and its meaning to the patient and his family 
as well as themselves. The art of interviewing 
relatives should be taught to every medical 
student as assiduously as the examination of 
the chest. The aim of this aspect of professional 
growth is to keep the student sensitive and 
alert to the feelings and attitudes of his 
patients. He must consciously strive to avoid 
all possible iatrogenic disturbance. This im- 
plies that he needs to be made aware of how 
such disturbances can be and are produced. 
His aim and accepted responsibility must be so 
to handle patients and the factors affecting 
them that all deleterious effects are reduced to 
a minimum. He must develop the ability to 
establish relationships with patients which will 
be of satisfaction and benefit to them both. 
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high. potency 


Hydol is 3:4—dihydro—7—sulphamyl—6— 
trifluoromethyl—1:2:4—benzothiadiazine 
1:1—dioxide, a new oral diuretic at least ten 
times more potent than chlorothiazide. 
It is supplied in the form of tablets, 
each containing 50 mg. 
In many cases a single daily dose of Hydol 
produces adequate response, enabling the 


patient to have an uninterrupted night’s rest. 


Hvdol is indicated in all 
cases of cardiac and renal 
cedema (irrespective of their 
severity) and in all other 
cases of fluid retention, 
including oedema of pregnancy, 
hepatic oedema, 
cedema of pre-menstrual 
tension and edema 
resulting from steroid therapy 


HYDOL 


is manufactured by 

BOOTS PURE DRUG CO., LTD. 
IID NOTTINGHAM, ENGLAND 

and distributed by 


B.P.D. (S.A.) (PTY) LTD., TRENT HOUSE 
275 COMMISSIONER ST., JOHANNESBURG 


sili 
| 
Oral diuretic 
«<> 
‘Hank pune 
HYDOL 


xiv 


MEDICAL PROCEEDINGS MEDIESE ByDRAES 


decisive 


antibiotic 


therapy 


28 November 1959 


ACHROMYCIN” CAPSULES 


Hydrochloride Tetracycline HCt 


Proven sate, effective, economic in over 50 types of 
infection 


Available in 250, 100 and 50 mg. capsules 


Also available in capsule form: ACHROMYCIN V 
Tetracycline with Sodium Metaphosphate LEDERLE 


And, to achieve therapeutic blood levels in 
minutes, start your patient on 


ACHROMYCIN INTRAMUSCULAR 


Hydrochloride Tetracycline HCi 


Kasily administered in office or patient’s home to 
establish immediate, effective antibiotic 
concentrations. 


Available in 100 mg. and 250 mg. single dose 
vials (no refrigeration required) 


ACHROMYCIN 


e 
e 
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ACHROMYCIN tetracycline Lederle— 
the self-sufficient broad-spectrum antibiotic 


LEDERLE LABORATORIES 

Cyanamid International 

A Division of American Cyanamid Company 
30 Rockefeller Plaza, New York 20, N.Y. 


*Registered Trademark 


SOLE DISTRIBUTORS FOR SOUTH AFRICA 4 C.A.F. 
ALEX LIPWORTH LIMITED 

JOHANNESBURG, CAPE TOWN, DURBAN 

AND SALISBURY, S.R. 
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TIHISTAMINE 
25 TIMES 
ORE POTENT 
mg. FOR mg. 


. .. than older ethylenediamine and benzhydrol antihistamines. i 


Polarization verified the presence of separable ¢ 
isomers in chlorpheniramine. PoLARAMINE is the dextro isomer— i 

a new, improved antihistamine, providing greater therapeutic effectiveness, ( 


safety and freedom from side effects than other 
antihistamines — and at lower dosages. 


POLARAMINE |, 


dextro-chlorpheniramine maleate 


REPETABS 


prompt relief that lasts all day 


DOSAGE: One Repetas in the morning and one RepPetas in the evening. 
Tablets, 2 mg. — one t.i.d. or q.i.d. 


POLARAMINE REPETABS 6 mg., bottles of 20 and 100 ( 
Tablets, 2 mg., bottles of 30, 100 and 1000 


= ( 


SCHERAG (PTY.) LTD., P.O. BOX 7539, JOHANNESBURG 


| Xv 
: 
-SCHERING GORPORATION U.S.A. 
| : 
i 


STOP THE SPASM 


without dry mouth 
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...EASE THE PAIN 


...0F blurred vision 


erbentyl 


{dicyclomine hydrochloride) 


6 YEARS OF CLINICAL SUCCESS + 2,368 REPORTED CASES + 38 PUBLISHED STUDIES 
REPEATEDLY CONFIRM THAT MERBENTYL GIVES COMPLETE RELIEF IN: 


PATIENTS RELIEVED 


Functional gastrointestinal disorders ............... 17.4% 


Infant colic, regurgitation .... 
Biliary dyskinesia ............ 
Irritable, spastic-colon syndrome 


DOSAGE — Adults: 2 tablets or 2 teaspoonfuls of 
syrup, t.i.d. before or after meals. Repeat if 
necessary at bedtime. Infants: % to 1 teaspoon- 
ful of syrup ten to fifteen minutes before each 
feeding. Dilute syrup with equal parts of water 
for infants under two weeks of age. 


SUPPLIED — MERBENTYL Tablets Plain and with 
Phenobarbitone — bottles of 50 and 250. 
MERBENTYL Syrup Plain and with Phenobarbi- 
tone — bottles of 4 oz. 


THE WM. S. MERRELL COMPANY 


New York — Cincinnati, U.S.A.— St. Thomas, Canada 
Pioneers in Medicine Since 1828 


MERRELL 
NATIONAL 


™ 


Marketed in South Africa by: MER-NATIONAL 
LABORATORIES (PTY.) LTD. JOHANNESBURG 
Distributor: Westdene Products (Pty.) Ltd. 
Box 7710, Johannesburg, South Africa 
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This rapport will provide a useful therapeutic 
tool and an effective medium for the communi- 
cation of improved modes of health behaviour. 


SUMMARY 


Psychiatrists, psychologists and sociologists are 
contributing to our understanding of the 
human dimensions of illness. 

‘Patient-orientation’ involves under- 
standing of the psychological effects of illness 
and its treatment on the individual and the in- 
corporation of this understanding into the 
handling of the patient by health personnel. 

The meaning of his illness to the patient, 
his role and behaviour, and the effects on him 
of the foreign subculture of medical practice 
are discussed. 

The need for training health personnel in 
this aspect of the handling of patients is 
stressed. 
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ORTHODYSARTHRICS 
PAIN AND ITS RELIEF BY MANIPULATION 


PHILIP H. DALGLEISH, M.B., CH.B. 
Hill Crest, Natal 


‘This expedition represented my first experience of the Antarctic and so my judg- 
ments may well be different from those who are veterans in the field. On the other 
hand, the newcomer may sometimes make criticism or observations which are valid 


just because he is a newcomer.’ 


Like Wordsworth’s Happy Warrior, mankind 
seems ‘doomed to go in company with pain’ 
and since the dawn of history one of man- 
kind’s major preoccupations has been the study 
of this phenomenon and a search for explana- 
tion and alleviation. 

There now appear to be two categories of 
pain, the clinical and that which is produced 
experimentally. The former is an experience 
shared by physician and patient; the latter the 
object of a mental exercise in the search for 
knowledge, with the danger that the search 
may become a search for knowledge as an end 
in itself. To the physician another's pain is 
a spasmodic, objective experience, but to the 
patient it is a persistent and subjective one. 
On occasion the physician may suffer the sub- 
jective experience and he who has so suffered 
is a better physician for that experience for, 
as Head so rightly observed, only those who 
have suffered are entitled to offer an opinion 
or are likely to understand and to share the 
patient’s attempts to vocalize his experience. 


(Goldsmith, R., Lancet 1959, 1, 741). 


In the medical world, the literature of which 
is so largely conditioned by research, there 
exists a grave danger that the search for know- 
ledge, and the clinical application of the know- 
ledge gained, may traverse divergent paths and 
that experiences such as another’s pain may 
be considered as ‘passing episodes of minor 
importance. There is a grave danger that 
the reality, and importance, of his pain to the 
patient may be overlooked, and that while he 
is suffering pain, he is the centre of an en- 
vironmental pond through which abnormal 
eddies are moving which may profoundly 
modify his reactions to his environment. 

Attention has been drawn to this danger 
by a recent search for a reasonable explana- 
tion of the mechanism of pain production, 
as evidenced in the referred symptoms caused 
by disorganization of the vertebral joint com- 
plex, an explanation which will, at the same 
time, account for the fact that many such 
manifestations are immediately relievable by 
suitable manipulative procedures. 
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‘Bonesetting,’ intuitional, empirical or, as 
latterly, organized under the authority of cults 
such as osteopathy or chiropractic, has its roots 
in the earliest times. Galen taught procedures 
not unlike those still used to-day. Because 
of the illegitimate claims of some of its prac- 
titioners, the fact that it has had its successes, 
has been ignored by the majority of the 
medical profession to the point of complete 
rejection of its practice. 

The major successes of the ‘bonesetters’ 
have been in the relief of pain, and in this 
lies the reason for the gratitude and respect 
which is afforded them by the lay public. It 
was the realization of this fact which has led 
to a review of the possibility that there might 
be something to learn from the ‘ bonesetter’ 
which could have a legitimate place in ortho- 
dox medicine, and to the realization that unless 
one’s patients are afforded the benefits of such 
as is good in ‘bonesetting,’ they will not be 
receiving the full service which they are en- 
titled to expect. Faced day by day with the 
problem of the relief of pain which does not 
fit into the accepted pathological categories, 
and having experienced the exquisite relief 
from the pain of an acutely ‘locked’ back, 
afforded by manipulation, it became mandatory 
that some effort should be made to learn the 
application of these methods for use in one’s 
own practice. 

Most gratifying success attended the early 
use of manipulative methods—empirical as 
they may have been. (Colchicum is a specific 
remedy for gout and would not be withheld 
because its mode of action is unknown). The 
natural sequel to one’s success with manipula- 
tion was a desire to see it more widely used, 
but before one can hope to convert others, 
something more than empiricism is necessary; 
hence the search for an explanation of the 
phenomenon which would be acceptable to a 
generation nourished on controlled clinical 
trials and statistics. 

Obviously there was no possibility of any 
controlled series of experiments when the pro- 
blem with which one was faced was the prac- 
tical relief of the patient suffering from acute 
pain. He could not be ‘kept on ice’ until a 
sufficient number of similar cases could be 
collected to afford material for a controlled 
trial, certainly not in general practice. 

The alternatives lay between the orthodox 
treatment of rest in bed, salicylates, massage, 
etc. and the immediate application of the 
manipulation applicable to the particular 
affected joint. As experience grew it became 
increasingly easy to reject the former. A not 


unduly complicated examination permits the 
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identification of the joint involved and, within 
a matter of minutes, in the acute case the 
patient walks out without his pain. This 
series of events may be summed up as: 

Acute pain—identification of site of lesion—suit- 
able manipulation directed at freeing the joint con- 
cerned, movement being felt and heard by operator 
and patient—relief of pain. 

It is logical, then, to assume that the mani- 
pulation was the correct treatment. It was not 
until a rational view of the mechanism of 
causation of this pain was achieved that the 
picture became complete, and an endeavour to 
pass on the knowledge thus acquired became 
justified. This comprehension must include an 
understanding of the mechanism of pain trans- 
mission, of how the effects of trauma could 
initiate the pain and how pain is appreciated 
by the patient. 


THE MATERIAL 


This has consisted of the patients, drawn from 
a semi-rural general practice, presenting with 
acute pain for which no accepted organic basis 
could be found, but who exhibited, on exami- 
nation, signs which could be considered 
attributable to interference with a nerve path- 
way in the spinal region. The practice from 
which the experience has been drawn includes 
Railway employees (European 150 and non- 
European 300) and a boys’ Preparatory School 
(150), and, for part of the time, a Provincial 
Hospital catering for the chronic sick and 
aged. The remainder of the material was 
typical of that to be found in a semi-rural 
dormitory suburb, 18 miles from the centre 
of Durban. The population is somewhat 
nomadic for various reasons, and it is difficult 
to give actual numbers, but an average of 650 
families is on the books at any one time, with 
one or more members of 100 families being 
attended each month. Owing to the difficulty 
of giving exact figures, it is obviously impos- 
sible to construct Tables or graphs to illustrate 
the frequency of the occurrence of the dys- 
arthric lesion, but a count has been made, on 
several occasions, of the numbers occurring 
in a series of 100 successive patients visiting 
the surgery. (Acute dysarthric conditions 
rarely require domiciliary visits; they are usually 
mobile). These series show an average of 
approximately 30% as being diagnosed and 
successfully treated as dysarthric lesions. 

The practical experience which provided the 
material on which the present opinions are 
based extends over a period of 10 years. 
During this time it is estimated that some 
2,000 individual incidents were treated by be- 
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tween 5,000 and 6,000 manipulative opera- 
tions. 

The average number of treatments per inci- 
dent (the term ‘incident’ is used because 
some individuals have suffered lesions on more 
than one occasion over the period) has risen 
because latterly experience permitted the treat- 
ment of more chronic lesions which required 
more than one session for their relief. 


DIAGNOSIS OF THE DYSARTHRIC LESION 


This is based primarily on the awareness of 
the practitioner of its possible existence and 
multitudinous manifestations. If these are 
borne in mind in all cases where pain and 
other autonomic manifestations are present, 
then the history plus the active investigation 
of : 

(a) Response to a series of passive and active move- 
ments directed at identification of and the localiza- 
tion of the lesional level; 

(4) Identification of tender areas over or to either 
side of the spine; and 

(c) Tests for hypo- and hyper-aesthesia and hypo- 
and hyper-algesia (identification of affected derma- 
tomes, myotomes and seleratomes) 
will permit a decision as to the possible pre- 
sence of a dysarthric lesion. 


DIFFERENTIAL DIAGNOSIS 


Differential diagnosis enters into the picture 
twice: 

1(a). The exclusion of non-spinal somatic and 
neurological conditions coming under the heading of 
general medicine; 

(4) The exclusion of general surgical conditions 
with manifestations which may be very similar to 
those of a spinal joint lesion, e.g. gall bladder or 
renal colic, appendicitis and other visceral conditions 
such as gastritis, peptic ulcer and so on, the symp- 
toms of which may be simulated by a dysarthric 
lesion. 

2. When a neuro-spinal condition is suspected 
the degenerative myelopathies must be excluded as 
must conditions which are primarily of and in bone, 
such as metastases, tuberculosis, etc. 

In general practice the decision is made 
more easily than it is by the specialist, because 
the patient and his history are probably known 
to the practitioner. Part of the art of general 
practice lies in the ability of the practitioner 
to differentiate between the potentially serious 
systemic illness and a non-toxic acute condi- 
tion. It is this latter type of case which is 
under discussion. 

It must be remembered that the specialist 
is unlikely to see the latter group very often; 
he usually sees them when they have passed 
out of the acute phase and therefore out of 
the immediate scope of the general practitioner 
and of this paper. 
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The order of events experienced by the 
author was as follows: 

(a) Manipulation was used empirically for cases 
where it was generally expected that such treatment 
might be beneficial, These included mainly low 
back injuries which had come on suddenly while a 
weight was being lifted, or some awkward move- 
ment performed. 

(6) Extension of the use of manipulation for 
apparently acute lesions of other parts of the spine 
arising under similar conditions. 

(c) The use of similar treatment for conditions 
which presented similar symptoms without dramatic 
onset. 

(d) The realization that a common pathology 
must underlie all conditions which are amenable 
to spinal manipulation and a search of the literature 
for a statement of this common pathology. 

(e) The failure to find the latter (d), stimulated 
an endeavour to provide such explanation. 

(f) The realization that the answer lies in the 
anatomy and the pathology of the spinal synovial 
joints, zygopophyseal, ‘ neuro-central ’, costo-vertebral 
and costo-transverse, combined with the anatomy, 
physiology and pathology of the autonomic nervous 
system. 

(g) That the anatomical meeting-place of these 
joints, and the nervous system is within and in the 
vicinity of the intervertebral canal, and that at this 
point pathological changes in the structures con- 
cerned could be inter-active. 

It will be noted that intervertebral disc 
lesions have not been referred to. It is con- 
sidered that a recent herniation of a disc is 
rarely responsible for an acute condition, as it 
must be remembered that the nucleus pul- 
posus is a soft structure, and that its volume 
is small related to the unoccupied space in the 
neural canal,> so that unless a herniation hap- 
pened to impinge directly and forcibly on a 
nerve root, its occurrence is unlikely to pro- 
duce acute symptoms. The individual in whose 
back an average herniation occurs may only 
suffer a mild backache which is unlikely to 
bring him to his doctor. It will only be later, 
with fibrosis and ossification of the extruded 
material, that more chronic symptoms will be 
exhibited. Disc lesions, as such, are then out- 
side the immediate scope of this paper. 

One hundred per cent. of the acutely occur- 
ring dysarthric lesions diagnosed as such and 
suitably manipulated by the author have been 
relieved immediately of their pain and dis- 
ability. It is presumably reasonable to consider 
this as ‘cure’ in the acute case. The more 
chronic cases so treated have, to the same ex- 
tent, been relieved of their immediate pain 
and disability. The fact that some of them 
recur within a longer or shorter period is not 
a valid criticism of the methods used. It is 
not claimed that manipulation can return 
chronic pathological joints to normal, but that 
a superimposed acute lesion or impairment of 
function by adhesion formation and distortion 
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of related structures (nerves, etc.) can be so 
relieved. 

Bearing the above in mind, it is submitted 
that manipulation directed at a specifically 
diagnosed joint abnormality, the purpose of 
which manipulation is the return of the joint 
to a state of normality in the acute case, and 
the achievement of greater freedom of move- 
ment and the removal of distortion of, or pres- 
sure on, adjacent structures, nerves and vas- 
cular structures in particular, in the chronic 
case, is a rational and mandatory form of treat- 
ment. 

Practically, the proof of the truth of this 
submission lies in the 2,000 such cases which 
have been successfully so treated by the author 
in general practice during the past 10 years. 
This is apart from the growing accumulation 
of similar evidence from other sources, evi- 
dence from within as well as from without 
the medical profession. (Ostecpathy has sur- 
vived and become respected by the layman. 
This growing respect is paralleled by an in- 
creasing disquiet concerning the attitude of 
the medical profession to manipulative proce- 
dures, a disquiet which reacts profoundly to 
the detriment of that profession). 

The clinical evidence of the value of 
manipulation is incontrovertible, but one of 
the reasons for its non-acceptance by the 
medical profession is the apparent lack of an 
acceptable pathological basis and rationale to 
justify it. 

It is submitted, therefore, that the co-ordina- 
tion of the accepted anatomical, physiological 
and pathological factors discussed hereafter, 
when applied to the dysarthric lesion, will pro- 
vide a firm basis for the legitimization of the 
practice of orthodysarthric manipulative pro- 
cedures within the structure of medicine. 

To this end the factors concerned will be 
considered seriatim. 


THE SPINAL SYNOVIAL JOINTS 


There are 110 such joints in the normal spine, 
ie. if the sacro-iliac and the 12 ‘ neuro-cen- 
tral’ (Luschka) joints are included. (The evi- 
dence for the existence of these latter joints 
is equivocal. Luschka (1858) and many others 
have claimed them to be true synovial joints; 
Tondbury (1943) and Payne and Spillane 
(1957) state that they are degenerative fissures 
and Gray’s Anatomy (1958) defines them as 
‘a small cleft in the intervertebral disc which 
appears at the age of 9-10 years.’ Whether 


they are true synovial joints or not remains 
a matter of opinion, but all cervical vertebrae 
examined by the author show what appears 
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to be an articular facet on the lower angle 
of the body of the vertebra laterally and a 
corresponding area on the medial surface of 
the neuro-central apophysis of the subjacent 
vertebral body. It seems reasonable to assume 
that they are at least ‘ points of movement’ 
and as the pathological changes which take 
place, particularly at the lower cervical levels, 
are similar to those taking place in a true 
synovial joint, they may be considered as such 
from the point of view of their being impli- 
cated in the pathological changes which can 
take place, acutely or more chronically, in the 
intervertebral canals, the walls of which they 
help to form). 

Any of the 110 joints may be sprained, may 
lock in a position of normal movement, or 
may subluxate (due to disc degeneration or 
trauma). Such local abnormality will set in 
train the usual pathological changes which 
occur in a synovitis of a joint—intercapsular 
effusion of fluid and/or blood, capsular or 
ligamentous injury with oedema originally 
limited but eventually spreading to adjacent 
structures. 

This process is well illustrated in dislocation 
of an interphalangeal joint which, though not 
plane synovial, resembles the spinal synovial 
joints in all but the shape of its surfaces. Here 
the course of events is immediate acute pain 
of dislocation and stretching of related struc- 
tures followed by an increasing ache, with local 
swelling of the surroundings of the joint. If 
the dislocation is allowed to remain unre- 
duced, organization of the exudate takes place 
with adhesion formation and ultimately ossifi- 
cation. 

If the dislocation is reduced early, the 
oedema will subside and the joint become 
normal without permanent damage. The joint, 
however, will be painful after the reduction 
until normality has been achieved, i.e. until 
inflammation has subsided. 

With delayed reduction a degree of patho- 
logical change will remain, varying according 
to the time during which dislocation has been 
allowed to exist. In the usual case, where 
delay is reasonably short, adhesion formation 
will be the only persistent manifestation of 
the original trauma. In the extreme case, 
where no reduction has taken place, the author 
has seen complete arthrodesis as an end result. 

It is not unreasonable to transfer this picture 
to the spinal synovial joints and to suggest that 
here the consequences of failure to treat a dis- 
ordered joint adequately will lead to a much 
more rapid development of the more perma- 
nent pathological changes such as adhesion 
and osteophyte formation. This is because all 
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the spinal joints are in more or less constant 
movement and so there is persistent stimula- 
tion of the inflammatory process with exces- 
sive proliferation of fibrous and osteophytic 
elements. 


Fig. 1. Radiograph of reconstructed cervical spine 
showing gross osteophyte formation of C6 neuro- 
central process, with projection into the foramen. 


This is well shown in Fig. 1, where osteo- 
phytic processes can be seen projecting into 
the intervertebral foramina, especially at the 
C; Cz level, with considerable spiking of the 
neuro-central apophysis at other levels. Similar 
changes are visible in the zygopophyseal joints 
in the lumbar region of the same spine, in 
some of which arthrodesis has occurred. The 
fifth lumbar vertebra is sacralized and the left 
sacro-iliac joint arthrodesed, with ossification 
of lumbo-sacral and ilio-lumbar ligaments. 

In the case of the ‘neuro-central’ osteo- 
phytes particularly, it must be remembered 
that what projects into the intervertebral canal 
is not merely a bony spike, but that the spike is 
covered with fibrous and osteogenic tissue suffi- 
cient to form a bulge much larger than would 
appear from the radiographic evidence (Fig. 
2). This is a point frequently overlooked by 
radiologists who tend to report small bony 
execrescences as being ‘within normal limits.’ 
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THE COSTO-VERTEBRAL AND COSTO- 
TRANSVERSE JOINTS 


Nowhere in the literature has any reference 
to the involvement of these joints been found 
as a possible cause of local and referred pain. 
If the structure of these joints, and the rela- 
tionship of spinal and autonomic nerves to 
them, is considered, it must be obvious that, 
being synovial joints with movement as their 
function, sprain, binding or subluxation is not 
impossible (Fig. 3). 

The consequent pathological changes are 
identical to ‘those occurring in the other syno- 
vial joints already discussed. In a series of 
164 successive cases with manipulable dys- 
arthric lesions, no fewer than 40 were in the 
thoracic region. They presented variously as 
intercostal neuralgia, local backache, prae- 
cordial pain, pain in the supra-scapular area, 
pleurodynia, apparent cholecystitis, indigestion 
and apparent peptic ulcer. Certain of these 
manifestations were clinically almost identical 
with the picture of a coronary thrombosis, 
even to the autonomic concomitants of shock, 
sweating and fear of impending death. 


Fig. 2. Osteophyte formation of C6. 

(a) A.P. radiograph. 

(b) Oblique view. 

(c) Dissection showing size of projection caused by 
osteophyte shown in (a). 

(From Payne and Spillane, 1957, Brain, 80, 571). 


It is suggested that they are due to the sub- 
luxation or locking of the costo-transverse 
joint, which must be accompanied by distor- 
tion or strain in the costo-vertebral component 
of the rib articulation. The sequence of patho- 
logical changes enumerated above will follow, 
accompanied by interference with either or 
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both of the spinal or autonomic nerves in rela- 
tion to the joint, with resultant referred 
symptoms. 


Fig. 3. Diagrammatic representation of the costo- 
vertebral region showing relative positions of the 
inter-costal nerve, the sympathetic chain and its 


rami, etc. to the costo-transverse and costo- 
vertebral joints. (After McIntosh and Bryce Smith, 
(1953), Local Anaesthesia, Abdominal Surgery, 
Livingstone, Edinburgh.) 


SACRO-ILIAC JOINTS 


These are commonly considered to be rela- 
tively immobile, but it was conclusively proved 
by Gray (1938) that they are capable of con- 
siderable movement. Owing to the irregularity 
of their surfaces, locking is not infrequent. 
Excessive flexion of the hip while a patient 
is anesthetized is a case in point. The com- 


monly occurring lesion is a ‘sacro-iliac strain’ 
and cases have been known where symptoms 
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referable to the Sth lumbar and first and 
second sacral nerves have occurred. 


Mr. S. had a painful heel which had troubled 
him for years. He had been investigated both in 
South Africa and London without any cause being 
found. In the course of taking his history, it 
appeared that he had a coincident pain in the 
perineum. Reduction of a sacro-iliac subluxation 
which was present relieved both pains. (Both areas 
are contained in the S$, dermatome and myotome). 
There has been no recurrence (8 years). 


In another case (Mrs. B. D.) colonic and psoas 
spasm both occurred following a dilatation and 
curettage. A similar reduction was successful in 
relieving them though they tend to recur if undue 
activity or sitting ‘on the haunches’ is indulged in. 


THE AUTONOMIC NERVOUS SYSTEM 


This system consists of sympathetic and para- 
sympathetic sub-systems. Both contain afferent 
and efferent fibres and their action is involun- 
tary, as opposed to the voluntary action of the 
motor nerves. Their afferent fibres are respon- 
sible for the transmission of sensory impulses 
from the receptors in skin, muscle, viscus, etc. 
Their efferent fibres transmit antagonistic 
(sympathetic versus parasympathetic) impulses 
to the various organs, antagonistic with the 
purpose of maintaining equilibrium and flexi- 
bility of control of function. The direction 
of flow of impulses in the axon is not fixed.* 
Anatomically the structures comprising the 
autonomic system are various plexuses situated 
in the pelvic and abdominal regions and lying 
around the great vessels in the thorax and 
neck, and the ‘sympathetic’ chain. Com- 
munications exist between this chain and the 
spinal cord via the rami communicantes. 


It was considered that the sensory nerve 
fibres terminated in specialized receptors, each 
subserving a separate modality of sensation but 
more recent work® on the cutaneous nerves in 
leprosy suggests that ‘it therefore seems not 
unlikely that uncapsulated nerve endings sub- 
serve all the so-called primary modalities of 
common sensation.’ Gooddy® suggests that: 

‘No single impulse or collection of impulses in 
a particular channel és a pain (touch, visual) impulse. 
It is the combination of impulses in any number of 
anatomical (spatial) channels (fibres) of particular 
rate of passage and frequency which provides the 
basic information from which we believe perception 
is derived ’. 

The localization of the true origin of the 
impulses perceived as pain is complicated by 
the arc of referred sensation illustrated in 
Fig. 4, which is suggested by the axon reflex 
of Langley and Anderson and _ Sinclair's 
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branched axon and the conclusion of Harp- 
man and Whitehead’ that: 

A peripheral nerve mechanism is concerned in 
the production of cutaneous hyperaesthesia caused by 
their injury. The nerve endings and fibres con- 
cerned are those which subserves pain. 

These authors also suggest that while the 
theories of peripheral neural process combined 
with involvement of a chemical process have 


NEURODYEARTWRODYNIA 
PATHOLOOICAL CLINICAL 


NEURALGIA 
UNICULITIS 
IBLIONITIS 


RADICULITIS 4) 


NEVRODYSARTURODYNIA 


Fig. 4. Simplified diagrammatic representation of 
the neurodysarthric lesion illustrating the ‘arc of 
reference,’ the area of pathological change, and the 
clinical manifestations. These latter may involve 
dermatome and/or myotome and/or viscerotome. 


not been factually disproved, ‘the integration 
of humoral and neural mechanism has not been 
achieved ’. 

The author has observed that while an acute 
dysarthric spinal lesion is in existence there 
is an area of hyperaesthesia present in the 
dermatomal distribution of the affected spinal 
nerve and that, following reduction of the 
displacement by manipulation, this area 
becomes hypo-aesthetic. It has also been 
noted that some investigators of referred pain 
distribution, working on known clinical lesions, 
e.g. Keegan,’ use areas of hypo-aesthesia or 
hypo-algaesia for the purpose of mapping out 
the distribution of referred sensation, while 
those working on experimentally produced 
lesions, e.g. Lewis,? Kellgren,!° Campbell and 
Parsons,!2 Feinstein!! and others, use areas of 
hyper-aesthesia or hyper-algaesia for this pur- 
pose. 
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It is here suggested that pain is an apprecia- 
tion of an increasing intensity of stimulation 
being mediated by specific metabolic changes 
in the stimulated area. The accepted thesis 
that equilibrium in the body is maintained 
by a series of balanced antagonistic reactions 
would suggest that the production of a meta- 
bolite, by an initiating stimulus, in turn initi- 
ates the production of an ‘anti-metabolite’, 
which progressively neutralizes its initiator 
with, so to speak, the overswing of the pendu- 
lum; it then exerts its own analgaesic property. 

If a nerve trunk is irritated in the interver- 
tebral foramen by a local inflammation caused 
by joint displacement, the neuritic changes in 
the nerve can initiate both afferent and efferent 
impulses, the former being misinterpreted as 
sensation at the periphery, in muscle, skin or 
viscus according to which particular fibres are 
being influenced. The position of the various 
fibres in the nerve trunk is not constant in 
different individuals!3!6 and autonomic fibres 
are more vulnerable to external influences, 
pressure, distortion, etc. than are motor fibres. 
These facts explain the variability of the mani- 
festations of the dysarthric lesion, e.g. appen- 
dicitis being simulated by a lesion affecting 
Ti:/L:; pseudo-anginal pain from T;/T.; intra- 
cranial symptoms such as vertigo or visual or 
auditory disturbances or referred pain in the 
shoulder and arm from a C;, Ce. or C; lesion. 
Simultaneously the neuritically originated 
efferent impulses will initiate efferent impulses 
at the periphery,!7 which will duly reinforce 
the misinterpreted impulses above-mentioned, 
with summation and building up of sensation 
intensity. 

A personal experience of the author's may 
be used to illustrate the course of events in a 
typical dysarthric lesion. Leaning forward while 
sitting in the bath with legs extended to pick 
up a shower attachment, a feeling as if some- 
thing was being extruded just to the right of 
the 3rd/4th lumbar vertebrae was experienced. 
Immediate extension did not prevent the com- 
pletion of the ‘extrusion,’ but was not unduly 
painful. A few moments later the pain was 
excruciating and any movement almost impos- 
sible. With help, walking in a flexed position, 
bed was reached and the horizontal position 
achieved with considerable easing of the pain, 
but any movement, even moving the toes, pre- 
cipitated another spasm. It was a Sunday 
morning and help unavailable. A Specialist in 
Physical Medicine was visited next day but 
spinal traction, followed by manipulation, 
failed to relieve the condition and the author 
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was carried to his car and returned to bed. 
The following day the pain was much worse 
and it was quite impossible to get out of bed. 
Any movement precipitated acute pain and 
muscle spasm in the L, distribution. Next 
day a desperate effort was made to visit the 
Specialist again. Two sticks had to be used 
and the spine retained in complete flexion. 
Again spinal traction was applied. After some 
20 minutes, in an effort at auto-manipulation 
(a unilateral reversal of the causative move- 
ment) the right leg was raised posteriorly and 
literally kicked backwards. A loud clunk was 
experienced and all pain disappeared com- 
pletely. Having been released from the trac- 
tion, movements were free and painless and 
the exquisite relief was celebrated by the per- 
formance of a number of golf shots using one 
of the previously indispensable walking sticks. 
An hour later there was a residual ache which 
persisted for 2 days and then disappeared com- 
pletely. Subsequent X-ray examination showed 
no identifiable abnormality of the lumbar 
spine. There has been no recurrence (3 years). 


It is considered that either the zygopophy- 
seal joint on the right side had locked, or that 
a portion of the synovial fringe had become 
nipped between the joint surfaces.'® Unilateral 
hyper-extension permitted release. Interesting 
points are that there was no pain at first; then 
local pain only, and that referred pain only 
occurred later on attempted movement; also 
that pain completely disappeared after the 
freeing of the joint but that an ache was ap- 
preciated subsequently. It is assumed that the 
barrage of pain impulses previously received 
had overwhelmed the perception centre to such 
an extent that it failed to register the reduced 
intensity of the impulses. With recovery ap- 
preciation returned. This same phenomenon 
has been noted in numerous other cases. In 
this connexion it is known that ‘effleurage’ 
can produce local anaesthesia, that scratching 
or rubbing relieves an itch temporarily. May 
not the mechanism be the same—fatigue of 
the area of perception? The residual ache is 
attributed to persistence of local inflammation. 


What was the alternative treatment to mani- 
pulation for this particular attack of ‘ lumbago’ 
or ‘acute sacro-iliac strain?’ 

“In the acute stage rest in bed for a period of 
from two to six weeks is essential. The patient 
should lie in a bed fitted with fracture boards and 
pillows placed beneath knees and lumbar spine. 
When acute symptoms have subsided, massage, 
radiant heat and diathermy are of assistance . . .’!19 

This author returned to full duty the day 
following successful manipulation! 
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DISCUSSION 


In offering the above hypothesis for the pheno- 
menon of symptom causation by the spon- 
dylodysarthric lesion the author is well aware 
of the fact that he has merely co-ordinated a 
series of observations made by others, but his 
justification is similar to that of Goldsmith 
quoted at the head of this paper—his observa- 
tions may be ‘valid just because he is a new- 
comer’ and is presenting a new approach to 
the relief of pain and other autonomic symp- 
toms. 

There is nothing new in the individual basic 
factors presented (other than the observation 
that hypo-algaesia and -aesthesia follow hyper- 
algaesia and -aesthesia in a lesion and the 
deduction drawn therefrom). It is claimed, 
however, that clinically the successful use of 
manipulative procedures demands such an ex- 
planation as is here offered. 

It is further maintained that this proffered 
hypothesis offers a possible explanation of 
many conditions, at present labelled functional, 
fibrositic and rheumatic, and even of some con- 
ditions which are considered to be psychogenic 
in origin. Its acceptance will demand a re- 
orientation of medicine towards such condi- 
tions and the acknowledgment of manipulation 
as their specific treatment. 

The clinical recognition of the dysarthric 
lesion with its major clinical manifestation of 
pain will be the responsibility of the general 
ptactitioner and the application of the neces- 
sary manipulation in the acute case within his 
scope. 

The specialist neurologist, orthopaedic sur- 
geon and orthopaedic physician must become 
aware of the existence of the more apparently 
bizarre manifestations of the dysarthrodynic 
lesion, and particularly of the intra-cranial 
manifestations of these lesions. These have 
not been considered in this paper. 


SUMMARY 


The lack of an acceptable pathology to explain 
the success of certain spinal manipulative pro- 
cedures is discussed. 

The anatomy, physiology and pathology of 
the spinal synovial joints is briefly summarized. 

A theory of sensory impulse initiation and 
transmission is offered and the suggestion 
made that pathological changes in the struc- 
tures forming the intervertebral canals can ini- 
tiate misinterpreted impulses. 

It is claimed that recognition of the acute 
spondylo-dysarthric lesion and its treatment by 
manipulation are within the scope of the 
general practitioner. 
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NOTES AND NEWS : BERIGTE 


SKF LABORATORIES AWARD FOR POST-GRADUATE 
CLINICAL STUDY 


Dr. I. M. Patz of Middelburg, Transvaal, has been 
elected to this Award for 1960. 


* * * 


Dr. P. W. J. Bosman wishes to inform his col- 
leagues that he has joined Dr. M. H. Finlayson, Dr. 
H. W. Clegg and Dr. A. S. Peden in practice as a 
Specialist Pathologist at 601 Dumbarton House, 
Church Street, and 305 Medical Centre, Heeren- 
gracht Cape Town. 

Telephones:—Rooms 2-7521; Residence: 6-2795. 

* * 

THIRTEENTH ANNUAL MEETING OF WFMH, 1960 


The 13th Annual Meeting of the World Federation 
for Mental Health will take place in Edinburgh, 
Scotland, by kind invitation of the Scottish Asso- 
ciation for Mental Health, from 7 to 12 August 1960. 

The general theme will be Action for Mental Health. 

Further information will be sent as it becomes 
available to all Member Associations, Affiliated Or- 
ganizations and Associates. 

Enquiries should be addressed to the Secretary- 
General, World Federation for Mental Health, 19, 
Manchester Street, London, W.1. 

* * * 


Westdene Products (Pty.) Ltd. have pleasure in 
announcing that they have now been appointed the 
sole agents in South Africa for Calmic Ltd. of 
Crewe, England. 

mic is a comparatively young Company, 
founded in 1932, and the Pharmaceutical Division 
came into operation as recently as 1939. The manu- 
facturing side of the Calmic organization is carried 
out in 13 separate buildings in the grounds of his- 
toric Crewe Hall. This allows for different pro- 
cesses to be carried out in completely separate units. 

This young progressive Company has made tre- 
mendous strides in the last 20 years. Several pro- 
ducts of Calmic original research, such as Polybac- 
trin, have already made a considerable impact in 
medicine, and a wide range of products is now 
being made available to doctors throughout the 
world. Their Research Department is working on 
several interesting new preparations which Westdene 
hope to have the privilege of introducing in the 
near future. 

The Engineering Division of Calmic has been re- 
presented in South Africa for several years. How- 
ever, it is only in the last few months that arrange- 
ments have been completed whereby Westdene Pro- 
ducts will now market the major pharmaceutical 
products produced by Calmic. 


Mr. H. Gaylis, F.R.C.S., 202 Osler Chambers, Jeppe 
Street, Johannesburg, has changed his residential 
telephone number to 45-5746. This number does 
not appear in the current telephone directory. 


* * * 
WELLCOME TRUST GRANTS IN SOUTH AFRICA 


Dr. G. S. Getz, (of the Department of Pathology 
of the University of the Witwatersrand) and Dr. 
W. P. U. Jackson, (of the Department of Medicine 
of the University of Cape Town), have been awarded 
grants for medical research by the Wellcome Trust. 

These awards are in addition to a grant recently 
awarded to Dr. P. Marchand, of Johannesburg, for 
the purpose of further study of the techniques of 
open heart surgery in the U.S.A. 


* Are you a no-cholesterol doctor or are you one of 
those no-cholesterol-is-all-bosh doctors?” 


Drawing by Stan Hunt, ©1959 The New Yorker 
Magazine, Inc. 
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Dr. J. Adno, of 502 Medical Arts Building, Jeppe 
Street, Johannesburg, has changed the telephone 
number of his consulting rooms to 23-4971. 
This number does not appear in the current Tele- 
phone Directory. 
2 


DEMETHYCHLORTETRACYCLINE (DMCT) 
LEDERMYCIN (LEDERLE) 


At the Seventh Annual Symposium on Antibiotics 
held in Washington during November, thirteen 
medical investigators reported on Demethychlorte- 
tracycline (DMCT). This new broad-spectrum anti- 
biotic, which was described as an important addi- 
tion to medical science, is more potent than tetracy- 
cline, is effective for longer periods and is active 
against an even wider range of bacterial strains. 

Tests have been carried out in the United States 
of America, England, Japan and South America and 
it is currently being evaluated in South Africa. 
DMCT will be available in South Africa early in the 
new year. 

Scientists from the University of Texas South- 
western Medical School reported on a group of 58 
patients suffering from a variety of infections. They 
said that DMCT was effective in laboratory studies 
against more of the bacterial strains commonly 
causing urinary tract diseases than were previous 
tetracycline drugs. 

Additional evidence of the effectiveness of DMCT 
in stubborn urinary tract infections was given by 
clinical researchers of the Columbia-Presbyterian 
Medical Centre in New York. Sixty per cent of 
organisms isolated from their patients were more 
susceptible to DMCT than to tetracycline, and in no 
case was an organism more sensitive to tetracycline. 

A team of clinicians of the Washington University 
reported that the new antibiotic worked well among 
a group of 50 patients with acute respiratory or 
urinary tract infections, but that at higher dosages 
of the drug, some nausea did result. They also 
stated that most organisms isolated from these pa- 
tients were more sensitive to DMCT than to other 
tetracyclines. 

Dr. Maxwell Finland and Dr. Hans A. Hirsch of 
Harvard University outlined studies comparing the 
antibacterial activity of DMCT in the blood with 
that of tetracycline following repeated oral doses of 
both compounds in healthy volunteers. The effec- 
tiveness of DMCT against test organisms, they said, 
was generally superior, striking and_ significant. 
DMCT remains in the blood much longer than 
tetracycline and 48 to 72 hours longer than either 
chlortetracycline or oxytetracycline. The long life 
of the drug was attributed to the fact that it is ex- 
creted only 4% as fast as tetracycline. The clinical 
implication of these findings is that less of the new 
drug on a weight for weight basis is probably re- 
quired to obtain an antibacterial effect equal to that 
given by the previous tetracycline drugs. 
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Scientists at St. Bartholomew’s Hospital in London 
found DMCT to be twice as active against 6 of a 
group of 9 species of pathogenic bacteria isolated 
from infected patients. This study included 275 
strains of the bacteria and in no case was the 
found to be less active than tetracycline. They also 
reported that a DMCT broth was more effective in 
controlling in vitro growth of Staphylococcus aureus 
than the same concentration of chlortetracycline. 

In the treatment of 9 cases of brucellosis (un- 
dulant fever) Dr. Guillermo Chavez Max of Mexico 
City reported that all patients were free of symptoms 
for 24 months following therapy with DMCT. Dr. 
Chavez said that the advantage of the new drug 
over other drugs of the same group is that it can 
be applied in smaller doses and is better tolerated. 


Dr. Jorge Olarte from the Children’s Hospital in 
Mexico City compared bacteria associated with cases 
of diarrhoea in children. DMCT was more active 
than tetracycline against 27% of the strains in the 
laboratory studies, and the differences were slight 
and apparently not significant. 

Japanese physicians outlined results of a series of 
309 cases of acute childhood infection and concluded 
that DMCT produced results as good as or better 
than tetracycline, and no side effects were found 
which required withdrawal of the drug. 

Thirty-two acutely ill pneumonia patients who 
were regarded as ‘a severe challenge to any anti- 
biotic’ were treated with DMCT in Washington. 
Highly satisfactory therapeutic results from the drug 
were reported by the physicians from the Columbia 
and Veterans Administration Hospitals. Because of 
its great effectiveness in relatively small amounts 
DMCT promises to overcome the problem of 
stomach upsets associated with large drug dosages 
in the treatment of pneumonia. 

The cure of venereal diseases by small total doses 
of DMCT was regarded as striking and noteworthy 
by scientists at New York’s Harlem Hospital. They 
reported that the required total oral dose of the new 
drug is almost as small as the required injected dose 
of tetracycline. For tetracycline, the oral dose is 
usually twice the injected dose. 

Two physicians from the Norristown, Pennsyl- 
vania State Hospital reported that because of the 
slow rate of excretion the new antibiotic tends to 
accumulate in the patients’ blood over a normal 5- 
day course of treatment. The germ-killing concen- 
tration of DMCT in the blood on the fifth day of 
therapy was twice as high as after the first day and 
they estimated that the drug will circulate in the 
body 72 to 96 hours after dosage is discontinued. 
In another report from the Children’s Hospital in 
Washington the concentrations of DMCT in the 
blood following single oral doses in children com- 
pared favourably with those given by other tetracy- 
clines. Most investigators found the side effects of 
Ledermycin DMCT to be infrequent and rarely to 
require the discontinuance of therapy. 


PREPARATIONS AND APPLIANCES 


PEROLYSEN TABLETS 500’s 


Maybaker (S.A.) (Pty.) Ltd. wish to announce that 
1 mg. tablets of Perolysen brand pempidine tartrate 
are now available in a packing of 500 tablets. 

Perolysen is indicated for the treatment of selec- 
ted cases of hypertension, particularly severe essen- 
tial and malignant hypertension. 


STEMETIL FORTE SYRUP 


Maybaker (S.A.) (Pty.) Ltd., announce the introduc- 
tion of Stemetil Forte syrup containing 25 mg. of 
prochlorperazine methanesulphonate in each fluid 
drachm, and supplied in bottles of 4 fl. oz. This 
presentation of Stemetil is intended for adults in the 
treatment of psychotic illnesses only. 
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Extract from 


NORISTAN LIMITED 


SILVERTON/PRETORIA 


REPORT PRESENTED BY THE CHAIRMAN 


PROFESSOR DR. H. O. MONNIG, AT THE ANNUAL GENERAL MEETING OF 
NORISTAN LIMITED ON 29rH OCTOBER, 1959. 


Ladies and Gentlemen, 
... During the past financial year, the develop- 
ment of our main subsidiary, Noristan Labora- 
tories (Pty.) Limited, was maintained at a 
satisfactory level. This Company’s sales have 
increased by 18.12%. 

On the other hand, the promotion expenses 
increased considerably, exceeding last year’s 
figure by almost £10,000. Further additional 
expenditure arose as a result of the Company’s 
policy to increase staff benefits. 

The Company also donated bursaries to the 
value of £540 to assist medical students of the 
Universities of Cape Town, Pretoria, Stellen- 
bosch, Witwatersrand and Natal. 


All the above efforts naturally affected the 
net profit figure, which, in spite of the increase 
in turnover, was about £500 less than last year. 
It was nevertheless possible for your Company 
to declare, in its second year of existence, a 
total dividend of 7% to shareholders. 

A Scientific Advisory Committee consisting 
of medical men who have agreed to advise the 
Company on scientific matters was established 
during the year. 

Further progress, however, not only of this 
Company, but of the ethical pharmaceutical 
industry in the Union as such, appears to be 
seriously hampered by the increasing tendency 
of administrative bodies, such as certain 
Provincial Administrations responsible for all 
Provincial Hospitals, the S.A.R. Sick Fund 
responsible for all S.A.R. patients, the Mines 
Benefit Society, etc. to interfere with the right 
of a medical man to prescribe those medicines 
which he considers most beneficial for his 
patient. 

The Union Government, i.e. the Depart- 
ments of Health and Defence and the Union 
Tender Board for many years have adopted 
the sound practice of making available to 
Public Health Services under their control, in 
addition to so-called official preparations, all 
ethical preparations of known quality, leaving 
it to a doctor to choose what he considers best 
for his patient. This sound policy does not 


appear to have brought up the total cost of 
treating a sick person beyond a reasonable 
limit. Other administrations, however, have 
turned in the opposite direction which I can 
only describe as a dangerous one. 

It is up to each individual medical man to see 
that he is not hampered in the execution of his 
ethical duties towards his patient by submitting 
to such restrictions. 

It is also my duty as the Chairman of a 
pharmaceutical concern to sound a warning. 
Since I am speaking for a Company manu- 
facturing locally, I want in the first instance, 
to emphasize that the above-mentioned re- 
strictive practice must, of necessity, have 
dangerous repercussions on the ethical phar- 
maceutical industry of our country. 

Independent South African laboratories such 
as Noristan Laboratories, concentrating as they 
do on the South African market find them- 
selves deprived of a most important part of 
their potential sales by the action of public 
authorities in laying down which medicines 
may be prescribed in their hospitals, clinics, etc. 

Furthermore, I am of the opinion that the 
drawing up of lists limiting the use of medicinal 
preparations with no reason given for accep- 
tance or refusal of a product is interfering with 
the principle of free enterprise and competition. 
It is also anomalous that certain ethical 
pharmaceutical preparations are accepted by 
the Union Government Health Authorities 
in their hospitals and institutions but are 
excluded from Transvaal Provincial Hospitals. 
Others again are not permitted by the Cape 
Provincial Administration and yet another 
range does not find favour with the S.A.R. 
Sick Fund. What is good for the Union 
Health authorities should to my mind also be 
good enough for the other administrations. 

To make our country self-supporting in the 
pharmaceutical field is obviously most im- 
portant from a national point of view. With 
this is mind, nothing should be done to retard 
the full development of the ethical pharma- 
ceutical industry in South Africa. 
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Sofnol non-hygroscopic Soda-lime is used in leading London 
Hospitals and throughout the world for anaesthetic 
and metabolic apparatus. 


SOFNOL 


NON-HYGROSCOPIC 
SODA-LIME 


SOFNOL LTD., WESTCOMBE HILL, GREENWICH, LONDON, S.E.10 


D/TAS/SL.324 
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The primary indication for Stemetil in psychiatry 
is in the management of chronic schizophrenia, par- 
ticularly of the hebephrenic type. There is evidence 
to suggest that Stemetil may make withdrawn, autis- 
tic, catationic schizophrenic cases more accessibie and 
more communicative, and therefore more amenable 
to rehabilitation and resocialisation programmes. A 
good response has been obtained in certain para- 
noid cases. 


BRISTACIN 


The insolubility of tetracycline base, tetracycline hy- 
drochloride and tetracycline phosphate complex at 
physiologic pH ranges has limited their intramuscu- 
lar and intravenous use. 


Bristol Laboratories scientists have succeeded in 
changing the basic molecular structure of tetracycline, 
resulting in a clinically more useful form of the 
antibiotic. A pyrrolidinomethyl group has replaced 
one of the hydrogen atoms in the NH, group, re- 
sulting in a much more soluble compound than 
tetracycline and hence better adapted to clinical use. 

Bristacin and _tetracy- 
cline hydrochloride have 
the same spectrum, so 
that the same organisms 
are sensitive or resistant 
to both. 

When Bristacin in 
350 mg. doses is ad- 
ministered every 24 
hours, serum levels 
reach a_ within 
approximately one hour, 
and decline to a mini- 
mum or trough level at 
24 hours. If Bristacin 
is given in 350 mg. 
doses every 12 hours, 
the 
seneral no higher than 
Bristo: on a 24-hour schedule 

but, of course, they oc- 
: cur twice as often. The 
principal advantage of 
the 12-hour schedule in 
severe infections is that the trough levels at 12-hour 
intervals are much higher. 

Bristacin in 150 mg. single doses produces tetra- 
cycline serum levels approximately as high as those 
following single intramuscular injection of tetra- 
cycline 250 mg. 

Reports from a number of investigators have shown 
successful results with Bristacin in a variety of infec- 
tions. Micro-organisms that were successfully eli- 
minated included Escherichia coli. Proteus mirabilis 
and vulgaris, Aerobacter aerogenes, Klebsiella pneu- 
moniae, Streptococcus faecalis, Staphylococcus aureus, 
alpha streptococci, meningococci and Brucella suis. 
The disease states treated with Bristacin include pye- 
lonephritis, cystitis, epididymitis, cholecystitis, soft tis- 
sue infections, brucellosis, mediastinitis, empyema 
and osteomyelitis. 

Bristacin is available in a complete family of 
parenteral preparations making it extremely con- 
venient for the doctor to adjust his dosage or mode 
of parenteral administration. 

Bristacin intramuscular is supplied in vials of 150 
mg. and 350 mg. with a 2 c.c. of sterile water. 


Laat 43802 


“BRISTACIN 


INTRAMU SCULAK 
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Bristacin intravenous is supplied in vials of 700 
mg. with a 10 cc. vial of sterile water. 


Medical literature may be obtained from B. L. 
Pharmaceuticals (Pty.) Ltd., P.O. Box 2515, Johan- 
nesburg. 


A COMPARISON OF THE STAINING PROPERTIES OF 
‘ PRUVAGOL ’ AND ‘ GENTIAN VIOLET ’ 


For some years now Gynaecologists and General 
Practioners have recognised the value of Pruvagol 
in the treatment of monilia infections of the vagina. 
Previously these conditions had only been susceptible 
to treatment with Gentian Violet. The latter, how- 
ever, although therapeutically on a par with Pruvagol 
has the disadvantage of badly staining both skin 
and linen. 

An article in the British Medical Journal, October 
1952, on the therapeutic efficacy of Pruvagol in the 
treatment of monilial vaginitis, non-specific cer- 
vicitis and allied conditions, stressed the compara- 
tive freedom from staining possessed by this com- 
pound. 

Messrs. Camden Chemical Co. Ltd., manufac- 
turers of Pruvagol, recently asked the Lux Wash- 
ability Bureau to carry out a series of tests with 
Pruvagol cream, Pruvagol pessaries and Gentian 
Voilet to compare their staining properties, and the 
readiness with which stains are removed during 
washing. These tests were made in June and July 
of this year. A selection of fabrics (Linen, Cotton, 
Terylene, Nylon, Acetate, Rayon, Wool and Silk) 
were stained with Pruvagol Cream, Pruvagol Pes- 
sary and Gentian Violet, and the stains were left for 
four days. Attempts were then made to remove the 
stains by hand washing in Lux suds. The wool, 
silk, rayon and acetate were washed in lukewarm 
suds, and the remaining fabrics in handhot suds. 
After one hand wash the Pruvagol Cream stains 
were completely removed from the linen, cotton, 
terylene and acetate, and only very slight stains were 
left in the nylon, rayon, wool and silk. In the case 
of the Pruvagol Pessary stains, these disappeared 
from the terylene and acetate, and only slight to 
moderate stains were left in the other fabrics. The 
Gentian Violet, however, caused heavy or very heavy 
purple stains which could not be removed. 

The hand wash on the cotton and linen samples 
was followed by a boiling treatement in Lux suds in 
an attempt to remove the stains still visible after 
hand washing, but the Gentian violet stains were 
still moderately heavy. As boiling is not appro- 
priate for the other fabrics, no further attempts were 
made to remove the stains from them. 


CYTOCALDIN 


A CALCIUM AND VITAMIN B,, TONIC WITH VITAMIN 
Dz 


‘Description: A valuable tonic providing calcium in 


a form that is easily utilised by the body; its assimila- 
tion is assisted by the vitamin D,. Cytocaldin also 
contains vitamin B,. whose tonic value has steadily 
become established in recent years. It has a pleasant 
banana flavour and is an attractive tonic for all ages. 


Indications: Cytocaldin is a valuable tonic not 
only for young and old, but also in convalescence, 
during pregnancy or lactation, asthenic syndromes, 
some skin diseases and among run-down conditions. 
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As a readily taken syrup with a pleasing flavour, it 
is an ideal method of increasing calcium in the diet 
as may be needed to prevent dental caries, or when 
resistance to illness may become lowered by under- 
nutrition or adverse seasonal conditions. 

Composition: One teaspoonful (3.5 cc.) contains: 
Vitamin B,,, 15 micrograms. Vitamin D,, 215 
units. Calcium Phosphate (tribasic), 150 mg. in 
banana flavoured base. 


REVIEWS 
DERMATOLOGY AND VENEREOLOGY 


Dermatologie und Venerologie. By Prof. Dr. 
H. A. Gottron and Prof. Dr. W. Schonfeld, 
Heidelberg (1959. Pp. 695. With Figs. DM. 
132.-) Stuttgart: Georg Thieme Verlag. 


At first sight one might question the necessity for a 
second German Handbook of Dermatology 
Venereology, at a time when the monumental 
‘Jadassohn’ is being brought up to date with 7 
large supplementary volumes. The work reviewed 
here, however, has the advantage of relative com- 
pactness, as it surveys the whole realm of der- 
matology and auxiliary subjects in the compass of 
5 volumes, each in 2 parts. Thus in this country 
the Gottron and Schénfeld Handbuch would not be 
beyond the means of university libraries which 
might understandably decline to buy the vastly more 
expensive ‘ Jadassohn’ and supplements. 


The portion reviewed here comprises about 700 
pages contributed by authorities from Germany, 
Austria and Switzerland and includes some topics 
which, in Southern Africa, do not normally fall 
within the province of the dermatologist. Such 
topics, nevertheless, are so closely related to pro- 
blems arising in dermatology that their inclusion in 
a work of reference is to be welcomed. 

The first section comprises cutaneous damage 
from external causes. Heat, cold and electricity are 
competently dealt with by Zelger and Hochleitner 
of Innsbruck and each item is discussed with praise- 
worthy thoroughness; thus, after 20 pages dealing 
with the effects of acute general and local chilling, 
including frostbite and trench foot, a further 10 
pages are devoted to such important subjects as 
perniosis, erythrocyanosis, cold urticaria and pur- 
pura, and acrocyanosis from cold, while other forms 
of acrocyanosis and livedo are discussed in a later 
section on peripheral vascular disorders. Damage 
from caustics includes those which might be used 
in chemical warfare. 

After a brief consideration of certain foreign 
body inclusions, such as tattooing, and a short but 
competent survey of dermatitis artifacta (Mayr of 
Munich), Wulf of Hamburg completes the section 
with an account of photodermatoses. Here the 
reader will find neatly classified, not only the photo- 
dynamic and photoallergic dermatoses with a full list 
of causative drugs and plants, but accounts of light 
dermatoses in animals, porphyria and the carcino- 
genic effects of light. Then follows a useful sec- 


tion on dermatoses in which light may act as a 
precipitating factor, e.g. lupus erythematosus, pella- 
gra, lymphocytoma and many others. 

Dermatoses associated with peripheral vascular 
disease are described by Kliiken of Homburg (Saar) 
and include excellent accounts of Raynaud's syn- 
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Dose: Infants: quarter to half teaspoonful. 
Children: half to two teaspoonfuls. Adults: two 
teaspoonfuls. Cytocaldin may be taken with milk 
or water, or direct from the spoon. These doses 
may be taken twice or three times a day after meals. 

Pack: Cytocaldin is issued in bottles of 6 fluid 
ounces. 

Glaxo Laboratories (S.A.) (Pty.) Ltd., Manchester 
Road, Wadeville, Transvaal. 


OF BOOKS 


drome, Biirger’s disease, diabetic angiopathy, tem- 
poral arteritis, etc. The crural and anal varicose 
complexes are very thoroughly discussed by Greither 
and Boéhm—two eminent authorities—with more 
surgical detail than South African dermatologists 
should require. A most interesting account of the 
history of piles does not omit to mention that 
haemorrhoids formed a recognized speciality in an- 
cient Egypt and in India, where its practitioners 
were given the title of arsa. 

The section on allergic and toxic dermatoses de- 
serves a review to itself. The botanic classifica- 
tion of al! plants known to have caused cutaneous 
reactions is conscientiously done by Rieth of Ham- 
burg and is rounded off by 6 pages of classified 
Tables. Lindemayr of Vienna contributes an article 
on drug eruptions which deserves to become a clas- 
sic and finishes with another 6-page Table, where 
the types of eruption associated with each drug are 
displayed with great clarity. This section alone 
makes the work a ‘must’ for any modern medical 
library. 

About 200 pages are devoted to the various ecze- 
mas; Spier of Berlin contributes a chapter on the 
various forms of skin testing in allergic diseases and 
Storck of Ziirich follows with the immunobiology 
of the skin. This reviewer is in agreement with the 
treatment of these two fundamental concepts by 
acknowledged masters before proceeding to the sys- 
tematic accounts of the eczemas. These are of vary- 
ing quality, but satisfactory in the main; a work of 
this description does not call for the authors’ per- 
sonal views and the various contributors have done 
well to present a factual review along conventional 
lines in a comparatively small space, while keeping 
the number of references to less than 2,000. The 
question of relationship between ‘eczema vulgare’ 
and dermatitis herpetiformis is not even mentioned, 
in spite of the fact that it was recognized in Kiel 
as far back as 1914 by Klingmiiller and Delbanco, 
referred to again in 1955 by Wagner (another Ger- 
man) and repeatedly described in French, Scandina- 
vian and South African publications. Chapters on 
occupational dermatoses and their medico-legal im- 
plications, and on trauma in relation to skin and 
venereal diseases, complete this admirable portion 
of the handbook. 

Criticism, apart from the oversight mentioned 
above, is limited to trivia. Although the authors 
are all from Central Europe, the references are far 
more international than one is accustomed to find 
and the work may therefore claim to represent 
modern dermatological views. Format and presen- 
tation are faultless; there is no crowding and con- 
sequently the various contributions are easy to read 
and allow one to look up specific items without 
waste of time. The illustrations are numerous and 
of the highest standard. As the portion reviewed 
is only a part of Volume III, indices are promised 
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in the treatment of many 
infections penicillin is the most 
satisfactory antibiotic 
and when systemic penicillin is 


indicated the surest, 


simplest prescription is 


‘DISTAQUAINE’ V-K 


Penicillin V as potassium salt 
PRESENTATION: 


Scored tablets of 60 mg., 125 mg., 250 mg. 
Ready-prepared suspension containing 125 mg.,in each 5 ml., teaspoonful. 


Other ORAL forms of ‘DISTAQUAINE’ V include: 


‘DISTAQUAINE’ V ELIXIR 60 mg., penicillin V free acid per teaspoonful. 
‘DISTAQUAINE’ V ELIXIR FORTE 240 mg., penicillin V free acid per teaspoonful. 


‘DISTAQUAINE’ V SULPHA TABLETS 60 mg., pencillin V free acid; 
0:30 gm., sulphadimidine ; 
0:14 gm. sulphamerazine per tablet. 


SOLE IMPORTER 


The British Drug Houses (South Africa) (Pty.) Ltd., 
123 Jeppe Street, Johannesburg. 

( L Manufactured in England by 
THE DISTILLERS COMPANY (Biochemicals) LIMITED 


LONDON & LIVERPOOL 
owners of the trade mark ‘Distaquaine’ 
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Paired for effectiveness! 


The association of methyltestosterone and 
ethinyleestradiol in Mepilin enables a reduction to 
be made in the effective dose of oestrogen for 

the relief of menopausal symptoms. 

Undesirable side-effects such as breast turgidity 
and pelvic congestion are avoided and the risk of 
withdrawal bleeding is reduced. 

The anabolic properties of the combination provide 
an increased feeling of confidence and well-being. 


In ageing people of both sexes Mepilin, 

through improvement in the general nutritional 
conditions, retards both mental and 

physical decline. 

DOSAGE: Menopause — 2 to 6 tablets daily. 
Premenstrual tension and dysmenorrhea — 2 tablets daily 
from 10th to 22nd day of menstrual cycle. 

Geriatric conditions — 3 to 6 tablets daily. 


Bottles of 25 and 100 tablets 


9 
Literature is available on request } ‘Pl | IN 
LTD. 


BRITISH DRUG HOUSES (SOUTH AFRICA) (PTY.) 
123 JEPPE STREET, JOHANNESBURG ETHINYLOESTRADIOL 0.01 mg. §METHYLTESTOSTERONE 3 mg. 


LEARNING EARNS RESPECT 


Some men are born with hereditary qualities of greatness, others 
strive, and work for years to acquire the knowledge and capabilities 
that will carry them to the top of their calling. Such men accept the 
challenge of preserving the cherished rights of the individual in the 
Courts of Law—are called upon to mediate in cases of national 
litigation. 

Men such as this earn respect, not only of individuals, but of nations. 
Their learning and wisdom confer on them the authority they deserve. 
Men like this cannot be copied. They are unique. 

When next you see such a man, note the 
cigarette he smokes—we know 
because we supply them 
—almost without ex- 
ception they are 
Viceroy. 


WILLS’S 


THE CIGARETTE THAT MARKS THE MAN 
INTAM o1660 
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at the end of the completed volume. If the re- 

mainder of the work is of equal merit, this country 

cannot afford to be without a copy of the com- 

ad work at least at each University Medical 
ool. 


LABORATORY INVESTIGATIONS 


Medical Laboratory Investigations: Their Use 
and Interpretation by Ian Dawson, M.A., M.D., 
M.R.C.P. and William Goldie, M.A., M.B., 
F.R.C.P. (1958. Pp. 233 + Index. 40s. 3d. 
Postage 1s. 6d.). London and Durban: Butter- 
worth & Co. (Publishers) Ltd. 


The authors introduce their book with the statement 
that its purpose ‘is to provide the clinician, the 
family doctor, the registrar and house physician or 
surgeon and the medical student with information 
about which laboratory investigations will help them 
most, what sort of material the laboratory needs, how 
accurate the investigations are, what the principal 
source of error are, and what the results mean’. 
These are worthy objectives, but no work of this 
size could fulfil them. The book provides only 
brief notes on the significance of the numerous 
investigations currently undertaken in the various 
fields which make up clinical pathology, and so over- 
simplifies the problems encountered as to be of little 
help in any but the most obvious clinical situations. 

Nevertheless, for those who would use this book 
as a handy source of information (which is also 
the stated intention of the authors), there is much 
in it of value. Every clinician could read with 
profit the authors’ views in the first chapter on what 
constitutes a satisfactory specimen. However, in- 
structions regarding the collection of individual 
specimens apply to the National Health Service in 
Great Britain and are not always applicable to South 
African conditions. 

Subsequent chapters deal in turn with Morbid 
Anatomy and Histology, Chemical Pathology, Bac- 
teriology and Immunology, Haematology and Blood 
Transfusion. In the final chapter, under Miscellan- 
eous Investigations, are included laboratory investiga- 
tions of infertility, pregnancy and _ suspected 
tumours. In all the chapters the level of discussion 
remains superficial and no bibliography is given. 

To the reviewer the book illustrates the truth of 
Pope’s words: 

‘A little learning is a dangerous thing; 

Drink deep, or taste not the Pierian spring.’ 


Dr. WILLIAM SHAKESPEARE 


Shakespeare and Medicine. By R. R. Simpson, 
M.B., Ch.B., F.R.C.S., F.R.C.S.Ed. (1959. Pp. 
267. 25s. net. Postage 1s. 9d. abroad.) Edin- 
burgh and London: E. & S. Livingstone Ltd. 


No medical practitioner could look forward to more 
pleasant hours of relaxation than those provided by 
a perusal of Dr. Simpson’s extremely interesting 
account of medicine as reflected in the writings of 
Shakespeare. 

Falstaff and Romeo and Juliet quite obviously 
come in for full medical treatment in separate 
chapters. There is also an extremely valuable 
analysis of the influence of Shakespeare’s son-in-law 
(who was a physician) on Shakespeare’s medical 
writings. 


MEDICAL PROCEEDINGS MEDIESE ByDRAES 535 


Individual chapters deal with Aphorisms, Clinical 
Descriptions, Drugs and Poisons, Wounds, Public 
Health and Epidemics, Pregnancy, Children, Old 
Age, Eyes, Ear, Nose and Throat, and the Venereal 
Diseases. 

The medical study of Falstaff provides Shake- 
speare with excellent oportunities for astute ob- 
servations on the physiology of alcohol. To these 
general statements we would draw attention to 
another contribution on this topic, which appears 
in Macbeth where the acute and chronic effects of 
alcohol are brilliantly summarized: 

‘Porter: Faith sir, we were carousing till the 
second cock: and drink sir, is a great provoker of 
three things. 

Macduff: What three things does drink especially 
provoke? 

Porter: Marry, sir, nose-painting, sleep and urine. 
Lechery, sir, it provokes and unprovokes: it pro- 
vokes the desire, but it takes away the performance. 
Therefore much drink may be said to be an equivo- 
cator with lechery: it po him, and it mars him; 
it sets him on, and it takes him off; it persuades 
him, and disheartens him; makes him stand to, and 
not stand to: in conclusion, equivocates him in 
sleep and, giving him the lie, leaves him.’* 

Dr. Simpson’s very thorough detection of all the 
medical traces in Shakespeare’s writing has provided 
an entertaining, well organized presentation of 
medical wisdom which will be of enduring interest 
to readers in general, but to medical practitioners 
in particular. 


MEDICAL GENETICS 


An Introduction to Medical Genetics. By J. A. 
Fraser, M.A., M.D., D.Sc, F.R.C.P. (1959, 
2nd ed. Pp. 259 + Index. With 107 Figs. 
35s.). London and Cape Town: Oxford Uni- 
versity Press. 


Instruction in genetics has always occupied a role of 
minor importance in the undergraduate medical cur- 
riculum. ‘This has been most unfortunate, as the 
study of genetics provides an excellent basis for 
understanding the rigorous demands of the scientific 
method, quite apart from the useful facts which the 
student acquires. 

In recent years several profoundly important rea- 
sons have made it obvious that a proper appreciation 
of medical genetics can no longer be excluded_ from 
the training of the medical practitioner. The first is 
the theoretical hazard of mutations from radio-active 
fall-out or radiations in medical or industrial use. | 

Another reason is the increasing attention which is 
being paid to the problems involved in artificial_in- 
semination where the husband is not the donor. This 
has stressed the importance of a clear understanding 
of the inheritance of recessive characters and the need 
to study the family history of the donor and the 
recipient with a certain amount of intelligent anti- 
cipation. 

The importance of the blood groups in. the 
modern practice of medicine constitutes an additional 
reason for requiring from the practitioner an intelli- 
gent grasp for the principles of inheritance. 5 

The great merit of Dr. Roberts monograph is the 
emphasis it places on medical examples to illustrate 
this interesting and important field of knowledge. 
For this reason alone the volume will be of pro- 


* Macbeth, Act 2, Scene 3. 
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found interest and value to the medical profession 
as a whole, particularly in so far as its practitioners 
are now increasingly concerned with problems of 
genetic prognosis. No one concerned with handling 
counselling problems created by such a condition, as 
e.g. epilepsy, can fail to profit from this helpful 
work. 

The authors recognize that the family doctor is 
in much the best position to give genetic advice, 
which involves ‘much more than the assessment of 
risks and the quoting of chances. Much can often 
be done to dispel feelings of guilt and to demolish 
old wives’ tales. Patients can be helped to rationalize 
their problems, to live with the hard lot that may 
be theirs, to reconcile themselves to deprivation, or 
realistically to face a measure of risk.’ 

The book is admirably printed and attractively 
illustrated. It should prove a most useful addition 
to the medical bookshelf, and it should certainly 
accompany the undergraduate’s reading throughout 
his curriculum. 


THE INTERNATIONAL PHARMACOPOEIA 


Pharmacopoea Internationalis, Editio Prima, 
Supplementum. World Health Organization, 
Geneva, 1959. xx + 224 pages. Price: 
£1 5s. Pretoria: Van Schaik’s Bookstore (Pty.) 
Ltd., P.O. Box 724. 


The first edition of the International Pharmacopoeia, 
volumes I and II of which appeared in 1951 and 
1955, has just been completed by the publication 
of a Supplement containing a further 94 Mono- 
graphs and 17 Appendices. 

The Monographs include specifications for some 
hormone preparations, anti-malarials, and antibio- 
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tics not given in the earlier volumes, for the con- 
trast media acetrizoic acid and iopanoic acid, and 
for certain pharmaceutical forms of the antibiotics 
described in volume III. 

As in volumes I and II, the Appendices contain 
lists of reagents, Tables of doses, and descriptions 
of assay methods. In addition, they deal with 
various subjects not covered in the previous volumes, 
e.g. the preparation of buffer and isotonic solutions, 
the determination of pH and of resistivity, and the 
testing of glass containers for injections. They also 
include a revised list of International Biological 
Standards and Reference Preparations and a list of 
so-called ‘authentic chemical substances’, i.e. sub- 
stances needed for reference purposes which can be 
characterized by physico-chemical methods. 

Some amendments to volumes I and II are pre- 
sented in an Annexure and, finally, a detailed index 
to the whole of the first edition is provided. 

A number of preparations introduced into thera- 
peutics in the last few years have been included in 
the Supplement. It can therefore be said that the 
complete first edition of the International Phar- 
macopoeia deals with a large proportion of the new 
pharmaceutical preparations as well as with most 
of the classical therapeutic substances, and describes 
many general methods of quality control in addi- 
tion to presenting tables of dosage. 

The International Pharmocopoeia constitutes a 
collection of recommended specifications, which are 
not intended to have legal status as such in any 
country, but are offered to serve as references so that 
national specifications can be established on a similar 
basis in any country. It is intended to be of use 
to all national and other authorities dealing with 
specifications for pharmaceutical preparations, as 
well as to manufacturing firms and _ laboratories 
dealing with the quality control of such products. 


CORRESPONDENCE 


IMMUNIZATION PROCEDURES 


To the Editor: Dr. Catzel’s comments on Dr. 
Medalie’s paper on immunization schedules may 
well herald a spate of views on this subject, much 
as has recently been in evidence in the British medi- 
cal press. 


Independently of Dr. Catzel I arrived at a similar 
schedule, but mine is perhaps even simpler. The 
three ‘triple-shots’ are completed by 6 months, the 
latter 2 being mixed with polio vaccine immediately 
before subcutaneous injection deeply into the thigh. 
Immediately after the injection, vaccination is also 
done, so that there are 3 opportunities for a ‘ take’. 
When this does occur, the reaction will only take 
place some 8 or 9 days after the immunization re- 
action, if any. 

Of course, simultaneous vaccination has a draw- 
back. Should encephalitis supervene, one will not 
know whether the pertussis vaccine or the small- 
pox lymph was responsible. However, this is not a 
serious consideration because such a complication 
following smallpox vaccination occurs in the order 
of 1 such case per 400,000 vaccinations and, in 
any event, definitive therapy does not exist for any 
immunization encephalitis. 

The scheme, then, is as follows: 

3 months: DWTV. 
44 months: DWTP(V). 


6 months: DWTP(V). 

1 year: DTP. 

3 years: DTP. 

5-6 years: DT(P). A fifth polio injection is pro- 
bably also desirable. 

I have been mixing vaccines according to the 
above scheme for some 18 months, though it now 
— that ‘ Tetravax’ will shortly be made avail- 
able. 

In the event of a dirty injury being sustained it 
is only necessary to give a booster injection of 
tetanus toxoid rather than anti-toxin. 

May I take this opportunity of congratulating Dr. 
Catzel on his forthcoming book, The Paediatric 
Prescriber? 


S. Levin, M.B., M.R.C.P.E., D.C.H. 


67 Jenner Chambers, 
Jeppe Street, Johannesburg. 


CORRIGENDUM 


In Dr. P. Catzel’s letter which was published in 

our Correspondence Columns on 31 October 1959 at 

p. 476, the injection to be given at 6-7 months was 

incorrectly described (as the result of a typographical 

error) as polio vaccine. This should have read: 
0.5 cc. DPT vaccine.—Editor. 


28 


Ep 


4 
q 
i 
4 
| 


28 November 1959 MEDICAL PROCEEDINGS * MEDIESE ByDRAES xxi 


CIROTYL}* contains the synthetic derivative (diacetoxy-diphenylisatin) 
of the active laxative principle of Californian prunes, which 
stimulates peristalsis of the intestine solely by contact with the intestinal 


mucosa, thereby restoring normal function without overexcitation. 


CIROTYL is particularly useful for the prevention of constipation 
i during convalescence or treatment involving enforced dietary restriction 


or physical activity. 


The gentle, consistent laxative action of CIROTYL makes it especially 


suitable for infants and children, who also appreciate its cherry flavour. 


A CONTACT LAXATIVE 


AANRAAKLAKSEERMIDDEL 


CIROTYL* bevat die sintetiese derivaat (diasetoksi-difenielisatien) van die 
werksame ontlastende bestanddeel van Kaliforniese pruimedante, wat 
_dermperistalse slegs deur aanraking met die dermslymvlies stimuleer en 


dusdoende normale werking sonder oormatige prikkeling herstel. 


CIROTYL is veral van nut om verstopping te verhoed gedurende 
siekteherstel of behandeling met gedwonge dieetbeperking of liggaamlike 


aktiwiteit. 


Die sagte, aanhoudende ontlastende werking van CIROTYL maak dit veral 


geskik vir suiglinge en kinders, wat tewens sy kersiegeur waardeer. 


"Registered Trade Mark 
P.O. Box 24 
P ARKE DAVI 
Posbus 24 
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First Report on a New and Significant Antidepressant 


Nardil 


brand of phenelzine dihydrogen sulphate 


feel useless’ 

Worrisome sleepless, depressed — 
postmenopausal. Overconcerned 
about future, preoccupied with — 
bowels, (Organic depression.) 


can't eat, cant sleep 

Feels stupid, quilt-ridden, “My wife 
hates me. | need to be punished.” 
(Affective depression.) 


‘Wish | were dead and gone 
Haggard, slovenly, postpartum, 
Long history of compulsive dieting 
gloominess. (Affective depres 
sion with organic overlay.) 


‘What's the use, nobody cares’ 
Hypochondriacal, tired, sad, feels” 


useless, believes world is against 
him. (Affective depression.) 


the new, 
rapidly efiective office 
treatment for depression 


CLINICAL RESPONSE: Depressed patients usually respond 


with an elevation of mood within a few days. Self- 
deprecatory feelings, sadness and ruminative thinking 
rapidly subside. Recovery generally occurs within 2 to 
6 weeks. Side effects are occasional, mild and transient. 
Sainz reported that, of his series of 122 patients 
with depressions, over 80 per cent recovered 
following Nardil therapy. “Maximum improve- 
ment was always noticed not later than five 
weeks after the onset of therapy”. 
Thal, as a result of his experience with Nardil 
in 180 patients, pointed out that 80 per cent 
of patients with depressions were discharged 
from the hospital as recovered within 60 to 90 
days following treatment with Nardil. 


NO LIVER TOXICITY TO DATE: in thousands of cases. 


Nardil has a preferential distribution to the brain— 
not the liver. 


INDICATIONS: Nardil is indicated for the office treatment 
of depressed patients who are sad, worried, sleepless, 
anxious; who can’t eat, are guilt-ridden, unkempt; 
who feel useless and who have gloomy, ruminative 
thoughts. 


SIDE EFFECTS: The occasional side effects which have 
been reported include postural hypotension, transient 
impotence, nausea, ankle «edema, delayed micturition 
and constipation. These can be adequately managed 
by appropriate adjunctive therapy or will abate as 
dosage is reduced to the maintenance level. 

Caution: Although toxic effects on the liver 
have not been reported with Nardil, liver profile 
studies should be done on patients with a 
history of liver disease or damage. Hypotensive 
patients should be under close medical 
supervision. 


SUPPLY: Bottles of 50 and 500 orange-coated 15mg tablets. 


DOSAGE: Starting dose is one 15mg 
tablet tid. After maximum benefit is 
achieved over several weeks, the dosage 
may usually be reduced slowly to as low 
as 15 mg daily. 
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NEW! NEW?! 


VALUABLE ASSET IN THE FIGHT 
AGAINST PAIN 


PALFIUM 


(R.875—DEXTROMORAMIDE) 


CARCINOMA 
COLIC 
POST-OPERATIVE PAIN 


MOST POTENT ANALGESIC KNOWN 
MINIMAL TOXICITY 
LESS DANGER OF HABITUATION. 


PRESENTATION: 


Tablets: 5 mg. in packs of 20 and 100 
Ampoules: 5 mg. in packs of 5 and 30 
10 mg. in packs of 5 and 30 


P A L FI U M is a product from the LABORATORIA, Dr. C. Janssen, Beerse, Belgium. 


Sole agents Union of South Africa and the Federation of the Rhodesias and Nyasaland 


SANA LIMITED 


Agency Division 
P.O. BOX 3951, JOHANNESBURG 
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THE PROBLEM OF 
EUROPEAN 
PROSTITUTION 


IN JOHANNESBURG 


A Sociological Survey by Dr. Louis Franklin Freed 
(M.A., M.D., D.Phil., M.B., Ch.B., D.P.H., D.T.M. & H., 
D.P.M., F.R.S.S.Af.) 


Chapter 
I Introductory 
II The Nature of the Prostitute and of 
Prostitution 
The Prostitute and Her Collaborators 
The Prostitute and Her Clients 
V___ The Prostitutes Themselves 
The Prostitutes Themselves (continued) 
VII Prostitution and its Evils 
VIII Prostitutes and their Families 
IX The Prostitute and the Community 
X = Social Control 
XI_ Social Control (continued) 
XII Social Control (continued) 
XIII General Conclusions ‘ Recommendations * 
The Prospect 


Appendices: Questionnaires - Schema of Venereo- 

logical Examination Employed + Schema of Sexo- 

logical Examination Employed - Glossary - Refer- 
ences + Index 


Price 41s. 3d. (Postage 1s. 6d.) 
Juta & Co. Limited 


P.O Box 30 $ P.O. Box 1010 
Cape Town Johannesburg 
Order Form 
To: Juta and Co. Limited, 

P.O. Box 30 P.O. Box 1010 
Cape Town Johannesburg 

Please copy/copies of 


“The Problem of European Prostitution in 
Johannesburg’’ by L. F. Freed, price 4ls. 3d. 
(Postage Is. 6d.) 

| enclose my remittance. 
my account*, 


Kindly debit 


Name 
Address 


*(Please delete words not required) 
(J.Fr.V.) 


to relieve 
pain in 
OB-GYN 
practice... 


Postpartum pain 
Episiotomy 

Dilatation and curettage 
Vaginal Surgery 
Hysterectomy 

Breast engorgement 
Postspinal cephalalgia 


actirin 


REGD. 
Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth 


After using Zactirin in 92 obstetrical and postsurgical 
gynaecological patients, Roden and Haugen! conclude from 
the patients’ own reports: In obstetrical patients—“‘an effec- 
tive analgesic for the usual types of pain occurring during the 
postpartum period.” In gynaecological patients—‘‘satisfac- 
torily relieves mild or moderate postoperative pain occurring 
as the result of major and minor surgical procedures.” 
Side-effects—“‘infrequent and mild and did not necessitate 
discontinuing use.” 

Supplied: Tablets, bottles of 24, Each tablet contains 75 mg. of etho- 
heptazine citrate and 325 mg. (5 grains) of acetylsalicylic acid. 


1, Roden, J. S., and Haugen, H.M.: Missouri Med. 55:128 (Feb.) 1958. 

* Original Wyeth non-narcotic analgesic plus anti-inflammatory 
action. 

* Orally administered. 

* Prompt, long action-relief. 


Wyeth 


WYETH LABORATORIES (PTY.) LIMITED 
ELECTRON AVENUE, ISANDO, TRANSVAAL. 
P.O. Box 42, ISANDO. Telephone 975-4651. 
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following cervical cautery 
following vaginal plastic procedures 
in routine postpartum care 


* Sulphathiazole N’Acetylsulphanilamide 
N’Benzoylsulphanilamide with Urea peroxide 
in a highly absorptive cream base 


In Merapy. 


HIGHLY BUFFERED ACID VAGINAL JELLY (pH.4.0) 


@ provides modern scientific acid “douche”’ therapy 
@ promptly restores and maintains vaginal acidity ee 
@ encourages re-establishment of normal vaginal flora 


In packages complete with Applicator or ‘tube only’ refills 
LITERATURE ON REQUEST 

Ortho Pharmaceutical Limited 
HIGH WYCOMBE -: ENGLAND 


Sole South African Distributors 


ETHICAL PRODUCTS (PTY) LTD. 


Ethical Division of Gohmronafofmen. (Pty) Led. 


CEPAC—8451—UP P.O. Box 727, East London 
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QDutcolax’ 


the modern 


contact laxative 


for oral and 


rectal administration 


Z 


Stirs the sluggish bowel into action. 
Safe and reliable. 


Tablets promote passage through the colon 
Suppositories for prompt evacuation of the lower bowel. 


Dulcolax enteric coated tablets of 0.005 g.- Bottles of 30 and 200 
Dulcolax suppositories of 0.01 g.- Boxes of 6 and 50 


C.H. BOEHRINGER SOHN - INGELHEIM AM RHEIN - Germany 


Distributed by PFIZER LABORATORIES South Africa (Pty.) Ltd 
P.O. BOX 7324. JOHANNESBURG 
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specific and non-specific 


DIARRHOEAS 


ECTIL 


Suspension 


Comprehensive TRIPLE-A action: 


A NTIBACTERIAL 


A NTISPASMODIC 


ADSORBENT 


Bristol 


LABGRATORIES INC 
SYRACUSE, NEW YORK 
USA 


Distributors: B.L. Pharmaceuticals (Pty.) Ltd., P.O. Box 2515, Johannesburg 


& Published fortnightly by the Proprietors Juta and Co. Ltd., 43 Pritchard Street, Johannesburg, and printed in the Union of South Africa by 
Cape Times Limited, Parow, C.P. 
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